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1870-1933 


ILLIAM Phillips Graves, a member of the Advisory Editorial Board 

of the JouRNAL, was born on January 29, 1870, at Andover, Massa- 
chusetts. His father was William Blair Graves, the head of the Depart- 
ment of Science at Phillips Academy and a descendant of John Graves, one 
of the early settlers in New Hampshire. His mother, Lauranah Hodges 
Copeland Graves is a descendant of Elijah Copeland who traced his an- 
cestry to John Alden. 

Dr. Graves received his preliminary education at Phillips Academy 
where he won several prizes in Latin and Greek as well as taking a leading 
part in the athletic and social activities of the school. In 1887 he entered 
Yale University, receiving mention in the catalogue as passing the second 
best entrance examination in Greek. At college he stood high in his elasses, 
progressed from editor to editor-in-chief of the Yale Record, and became a 
versatile athlete. Although he was on many teams his fondest memory 
was that he played half-back on the famous Yale team of 1888 which had 
the unique record of scoring six hundred and ninety-eight points to the op- 
ponents’ nothing. 

Teaching was his decision for a career so he became an instructor at Hill 
School in the fall of 1891. While there he was the general athletie director 
and taught penmanship, Latin, history, English composition, and drawing. 
The drill that he received in some of those subjects is reflected in his perfect 
chirography, the excellent grammar and clarity of expression in his med- 
ical writings, and the beautiful illustrations drawn for the latter. Except 
for a year of post-graduate study at Harvard in 1893-94, the next four 
years were spent at Hill School. 

He decided then to study medicine and become a surgeon in spite of be- 
ing offered the position of viee-principal at the Hill School. He saved suf- 
ficient funds from teaching and tutoring in the summer to enable him to 
enter Harvard University Medical School in 1895. He worked his way 
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through by tutoring and winning a scholarship, showing his ability and 
energy by graduating at the head of his class with a summa cum laude de- 
gree in 1899. As a second year student he cut himself while doing an au- 
topsy on a scarlet fever victim and nearly died from the hemorrhagic type 
of that disease. 

After a year as interne at the Massachusetts General Hospital he mar- 
ried and went to Europe for study, principally in pathology under Stérek 
at Vienna. 

In 1902 a place was offered him at the Free Hospital for Women where 
he established the pathologie laboratory and then went to Baltimore and 
other cities for six months’ study and observation. At Johns Hopkins he 
received inspiration from Kelly and Cullen as well as learning the technic 
of medical illustration from the famous Max Brédel. 

His progress from then on was steady and brilliant. He beeame Sur- 
geon-in-Chief to the Free Hospital for Women in 1908 from which he re- 
tired on reaching the age limit on January 1, 1933. He was the Professor 
of Gynecology in the Harvard University Medical School from 1911. The 
late Dr. William H. Baker left a fund establishing a professorship in gyne- 
cology to be known by his name to which Dr. Graves was appointed in 1926. 
He resigned this post in 1932, becoming Professor Emeritus. 

Dr. Graves made many contributions to medical literature but his 
crowning achievement was the well planned, clearly written textbook on 
gynecology which first appeared in 1916. Its popularity may be gauged by 
the fact that it has been translated into other languages and that he was 
engaged in preparing the fifth edition at the time of his death. 

Ile belonged to many medical societies, local, national, and foreign. Bos- 
ton University honored him with the degree of Doctor of Science in June, 
1932, and in December, 1932, he went to England to receive an honorary 
fellowship in the British College of Obstetricians and Gynecologists. 

Soon after his return from England he contracted the prevalent acute 
infection of the ‘‘grippe’’ type but, with his characteristic sense of duty, 
he insisted on getting up to operate on a case already scheduled. That was 
evidently too great an exertion and after two weeks of acute illness he died 
on January 25, 1933. He is survived by his widow and three children, one 
of whom, Sidney C. Graves, had just started to practice in association with 
his father. 

Dr. Graves’ outstanding characteristics to his associates were his cease- 
less energy based on a magnificent physique ; his intense ambition to know 
all that there was to know about any subject that interested him; his tenae- 
ity in adhering to what he thought was right ; and his conscientious care of 
his patients. 

He was a man of many attributes, a first class surgeon, a good painter 
and modeler, and a person of wide culture. He was greatly interested in 
philosophy and psychology, writing and reading papers on those subjects. 
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Everything that he turned his mind to was studied thoroughly. For in- 
stance a lecture which he gave on the technic of golf some years ago was 
complete in every detail from subject matter to illustrations. His real 
avocation was to work just as hard at whatever attracted him as he did at 
his vocation. However when he felt free of care he was an extremely com- 
panionable man who enjoyed having a good time. His conscientiousness 
is illustrated by the many times that he gave up meetings of the American 
Gynecological Society and class reunions, to which he had looked forward 
with anticipation, because he felt that some sick patient needed his 
presence, 

An excellent perspective of his career is given in these words of Profes- 
sor Blair Bell when conferring the honorary fellowship in the British Col- 
lege of Obstetricians and Gynecologists. Professor Graves. In this 
world of haste and hurry, conditions not unknown in your country, you 
stand out in our branch of medicine as a man of quiet contemplation, of 
wise discretion and of sober judgment. Your influence on the progress of 
obstetrics and gynecology has been profound, not only in the United States 
but wheresoever there exists a parcel-post for the transport of your class- 
ical works. You are an artist both in practice and in theory. The beauti- 
ful illustrations drawn by vour own hand which adorn your papers and 
books are the admiration of all. You bring artistry to your craft. You are 
too a thinker and hidden under a deep reserve lie golden thoughts. In 
honoring you we honor obstetries and gynecology. ”’ 


—Fiank A. Pemberton. 


Original Communications 


LESIONS OF THE PLACENTAL VESSELS* 


THEIR RELATIONSHIP TO THE PATHOLOGY OF THE PLACENTA; 
Tuerr Errect Upon Fetat Morspipiry AND MorTALITY 


THappeus L. Monraomery, M.D., PHILADELPHIA, PA. 
(From the Department of Obstetrics, Jefferson Medical College Hospital) 


HE purpose of this paper is to describe certain lesions of the placental 
vessels, to discuss their relationship to other pathologie conditions in 
the placenta, and to consider their effect upon the morbidity and mortality 
of the fetus. The material which has been employed in the study consists 
of the placentas delivered in the Obstetrical Department of Jefferson Med- 
ical College Hospital during the past three vears. Four hundred consecu- 
tively delivered placentas were subjected to microscopic study. From the 
remaining specimens, histologic sections were eut only in those instances 
in which there were obstetric complications or gross evidence of pathology. 
Of these there were 250. 

Within the brief scope of the paper it is obviously impossible to inelude 
all the lesions which occur in the vascular structures of the placenta. I 
propose, therefore, to limit the discussion to acute inflammation and to cer- 
tain alterative and obliterative lesions. The condition of the vessels in 
syphilis of the placenta will be dealt with at another time. 


ACUTE INFLAMMATION 


Our knowledge of acute inflammation of the placenta has been enhanced 
by the contributions of Warnekros, Siddall, Slemons and others. A num- 
ber of enlightening papers have been published in recent years. Special 
staining methods have revealed the presence of bacteria, frequently of a 
pathogenie type, in association with the histologie lesions. In a contribu- 
tion to the mechanism of intrauterine infection and to the pathogenesis of 
placentitis, Kobak has made a careful study of the histopathology, and has 
recorded the results of cultures collected from the fetal cord blood. In 
many instances he demonstrated the presence of pathogenic organisms in 
the blood stream of the newborn child. Wohlwill has discussed the con- 
dition, with particular attention to its occurrence in abortion. 

In our own series acute inflammation of the membranes, of the placenta 
or of the cord vessels was found in 67 specimens, or 10 per cent of the 650 
placentas. The first site of inflammatory reaction occurs in the mem- 


*Read at a meeting of the Philadelphia Obstetrical Society, May 5, 1932. 


Nore: The Editor accepts no responsibility for the views and statements of authors 
as published in their ‘‘ Original Communications. ’’ 
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branes, particularly at the margin of the aperture and adjacent to the 
cervical os. The inflammation is evidenced by a polymorphonuclear leu- 
coeytie infiltration of the subamniotic and chorionic layers (Fig. 1). In 
the mild eases there is no evidence of extension to the placental tissue. In 


Fig. 1.—-Acute inflammation of the membranes. Extensive polymorphonuclear leu- 
coecytic infiltration and fibrinous deposit as revealed under the high power objective. 
(Photomicrograph 207X.) 


Fig. 2.—Inflammation of the margin of the placenta. Light leucocytic infiltration ex- 
tending from the membranes to the corresponding layers of the margin of the placenta. 
(Photomicrograph 57X.) 
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the moderately advanced cases of acute inflammation, the inflammatory 
reaction extends to the margin of the placenta and involves the correspond- 


ing layers of the latter organ (Fig. 2). The reaction extends only a short 
distance along the decidual layer of the placenta, but is found almost uni- 
formly throughout the subamniotic tissue. The blood vessels which trace 
across the fetal surface of the placenta are frequently involved (Fig. 3). 


Leucocytice infiltration of the 


3.—Acute inflammation of a large placental vessel. 7 
(Photomicrograph 40X.) 


Fig. 
intima, the muscle wall, and the perivascular tissue. 


Fig. 4.—Acute thrombophlebitis of cord vein. Leucocytie infiltration in the inter- 
stices of the muscle wall and intima. Meshwork of fibrin and leucocytes projecting into 


the vessel lumen. (Photomicrograph 227X.) 
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Leucocytes occupy the tissue spaces between the muscle fibers of the ves- 
sels and are concentrated in the intima. In the moderately developed cases 
of acute inflammation, the cord vessels are also involved; the vein is first 
to show inflammatory reaction; often times the other cord vessels remain 
unaffected. Inflammatory reaction in the vein is similar in appearance 
to that in the vessels of the placenta. 

If the inflammation is more severe and extensive, thrombosis takes place. 
The cord vein always contains a more advanced grade of thrombosis than 
the arteries (Fig. 4). As a general rule the placental villi, villous capil- 
laries, and small vessels of the villous stems are free of inflammatory 
reaction. 


Kig. 5.—Focal necrosis of placental villus. Fibrin deposit surrounding a villous stem 
in which the vessel is of normal histologic structure. (Photomicrograph 230X.) 
A. Fibrin deposit. B. Normal villous vessel. 

Judging from the observations of others and from a consideration of 
our own cases, it appears that this acute inflammation in the fullterm pla- 
centa and cord vessels develops during the course of labor and is the result 
of an intrapartum infection. Premature rupture of the membranes, pro- 
longed labor, difficult labor with operative vaginal delivery, and repeated 
vaginal examination constitute important predisposing factors. The econ- 
dition is often associated with an intrapartum fever. In abortion and 
miscarriage the occurrence of inflammation is relatively more frequent 
than in fullterm labor. 

Considering the nature of the process, particularly in those instanees in 
which particles of thrombi become detached from the cord vein and enter 
the fetal circulation, an increase in morbidity and mortality of the fetus 
is to be expected. As a matter of fact, it is surprising that a great many 
more babies do not succumb to the effect of the bacteremia. In those in- 


|, 
> 
£ 


324 AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


stances in which death of the newborn oceurs, it is usually difficult to de- 
cide whether the fatal outcome is the result of prolonged labor and difficult 
vaginal delivery, or the result of the placental bacteremia. In some in- 
stances it appears that the two factors are conjointly responsible. 

In one of the most severe cases of placental and cord inflammation which 
I encountered in the series, the patient had been in labor for twenty-four 
hours on the outside, had been subjected to several vaginal examinations 
and an attempt at foreeps delivery, and was eventually delivered by for- 
ceps in the hospital. The baby succumbed two days later. Autopsy re- 
vealed the presence of a purulent collection in the anterior lobe of the brain 
and multiple pyemie foci in the lungs. In this instance cerebral trauma 


Fig. 6.—Conglomerate necrosis (infarction) of the placenta. Group of villi amalga- 
mated by fibrin deposit, their syncytial covering lost and the stroma degenerated. (Photo- 
micrograph 92X.) A. Degenerated villi. B. Fibrin deposit. 
formed a nidus for the lodgement of the organisms which were present in 
the fetal circulation during the course of labor. 

That a fatal outcome for the baby does not occur more often is attribut- 
able to the facility with which fetal tissues destroy and eliminate bacteria 
from the blood stream. When the cord is ligated and the fetus detached 
from the source of the bacteremia the dangerous period of the infection is 
passed. 

ALTERATIVE AND OBLITERATIVE LESIONS 


Those lesions of the placental vessels which are of a chronie nature, the 
alterative and obliterative types, require more careful consideration. The 
presence of such vessel changes has long been recognized. In 1897 Eden 
wrote a splendid deseription of the histologie picture of endarteritis oblit- 
erans of the placenta, a description to which little can be added. 
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However, as to the significance of these chronic lesions and their rela- 
tionship to other pathologie conditions of the placenta, much remains to 
be said. Eden and others considered endarteritis obliterans a cause of 
‘‘infaretion’’ of the placenta. Various other placental disturbances, and 
intrauterine death of the fetus were ascribed to the same cause. The dic- 
tum was formulated that a placenta is as old as its blood vessels. Thus the 
life eyele of the placenta was described in terms of vessel sclerosis and 
obliteration. It is with such problems that the remainder of my paper is 
coneerned. 
There are certain areas of the normal placenta and certain lesions of the 
placenta in which ‘‘chronic’’ vascular changes are frequently found. At 


Fig. 7.—Necrosis at the margin of the placenta. Note particularly the obliterative 
changes in the vessels of this zone. (Photomicrograph 57X.) A. Physiologic oblitera- 
tion of placental vessel. B. Fibrin deposit. C. Degenerated villi. 
the margin of every fullterm normal placenta, there is recognizable a zone 
indicating the point of transition from the chorion frondosum, which later 
becomes the fully developed placenta, to the chorion laeve, which later en- 
ters into the formation of the membranes. In this zone there are present 
degenerated villi associated with intervillous fibrin deposit. The fetal ves- 
sels in such areas are either completely obliterated or greatly reduced in 
‘caliber (Fig. 7). Apparently, the vessel obliteration is due to collapse of 
the musele wall and growth of the intima until the lumen is completely 
obliterated. Frequently the obliterated vessels in this region have under- 
gone such extensive hyalin degeneration as to make it impossible to reeog- 
nize any detailed structure of the vessel. 

Another site in which vessel alterations are observed is the conglomerate 
necrosis (infarction) of the fullterm placenta. Microscopie study of such 
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areas reveals a hyaline degeneration of the villous stroma, a loss of, or 
necrosis of the overlying chorionic epithelium, and a dense deposit of fibrin 
in the intervillous space (Fig. 6). The vessels in such areas are usually 
small in caliber, the lumina are obliterated or greatly reduced in size, 
granular and hyalin degeneration are present in the muscle wall, and fre- 
quently a growth of the lining intima completely seals the vessel lumen. 
Occasionally, however, vessels which are normal in size and which contain 
a few degenerated red blood cells are observed. Such areas of necrosis are 
present so uniformly in fullterm placentas that the lesions are considered 
physiologic. 


There are, however, similar but more extensive lesions of placental 


Fig. &8.—Histologie structure of the placenta of missed abortion. The villi are large, 
of the immature type. The chorionic epithelium has been destroyed. Intervillous fibrin 
deposit is extensive. (Photomicrograph 72X.) 
necrosis which interfere with the growth and vitality of the fetus. They 
are associated with certain instances of missed abortion, with massive in- 
farction of the placenta and intrauterine death of the fetus, and with intra- 
uterine death of one of the fetuses of binovular twins. 

In the presence of large areas of necrosis of the placenta, the functional 
capacity of the organ is so decreased as to lead either to immaturity or to 
intrauterine death of the fetus. The placental vessels which supply these 
areas are either collapsed or obliterated, revealing endovascular alteration. 
The larger the area of ‘‘infaretion,’’ the larger the vessels that are in- 
volved. In such instances when the vessels of the placenta are distended 
with an opaque fluid, the x-ray reveals areas in which circulation is absent 
raser). 

A similar appearance is found in certain cases of missed abortion. A 
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photomicrograph which I present in this series is taken from a specimen of 
missed abortion which was secured at five lunar months. At four lunar 
months the uterus ceased to grow, and during the last month decreased 
progressively in size. The Aschheim-Zondek and Mazer-Hoffman tests, 
which had been positive early in pregnancy, became negative. Sensation 
of movement which had been experienced in slight degree disappeared. 
The patient experienced no abdominal pain and no vaginal bleeding. The 
contents of the uterus were removed by dilatation and evacuation and a 
small mummified fetus and necrotic placenta obtained. The placenta re- 
veals upon microscopic examination changes quite similar to those of mas- 
sive necrosis of the fullterm placenta. The villi are large in construction, 


Fig. 9.—Vascular lesion in placenta of missed abortion. The intima is thickened. 
Fibroblasts are invading the vessel lumen, and inaugurating the process of organization. 
(Photomicrograph 102X.) 


such as one expects to find in an early pregnancy, and have undergone 
complete hyalin degeneration (Fig. 8). The intervillous deposit is quite 
heavy, and obliterative changes have begun to take place in the fetal ves- 
sels. In many instances the degenerative process is so marked that the 
anatomic details of the vessel are obliterated. In the instance of one of the 
larger subamniotie vessels of the placenta the growth of new tissue arising 
from the intima is quite well shown (Fig. 9). 

In addition to these several examples, there have occurred during the 
last eighteen months four instances of binovular pregnancies in which one 
fetus was born alive at or near term, with a corresponding normal pla- 
centa, while the other fetus was born dead, macerated and compressed, at- 
tached by a necrotic cord to a placenta which was extensively degenerated. 
Of the two specimens of this condition which I wish to present one was ob- 
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tained from a case of binovular twins and the second from an instance of 
binovular triplets (Fig. 12). In the instance of the binovular twins the 
contrast between the histology of the normal placenta and the degenerated 
placenta is clearly shown in Figs. 10 and 11. In the instance of the binov- 


Fig. 10. —Histologic section of the undegenerated placenta of binovular twins. The 
villous stroma is slightly more dense than in the average fullterm placenta, but there is 
no evidence of necrosis of the chorionic epithelium. (Photomicrograph 156X.) 


Fig. 11.—Histologic section of degenerated placenta of binovular twins. The syncy- 
tium has been lost. Intervillous deposit is extensive. There is hyalin degeneration of the 
villous stroma. (Photomicrograph 72X.) 
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ular triplets the living child was born at full term and a few moments 
later two other degenerated and necrotic fetuses were expelled. Upon de- 
livery of the placentas it was found that the dead fetuses were attached to 
a single placenta in which the circulations communicated, while the living 
fetus was attached to an entirely separate placenta (Fig. 12). All were of 
the male sex. The photomicrographs show quite distinetly the difference 
in character of the two placentas, one revealing the normal delicate strue- 
ture of the placental villi and vessels, the other a granular degeneration of 
the chorionic epithelium with calcareous deposits on the surface of the 
villi (Figs. 13 and 14). 

In the specimen of the degenerated placenta of triplets there are re- 
vealed so clearly the various stages of obliteration of placental vessels, that 


Fig. 12.—The macerated fetuses and the placentas from binovular triplets. The dead 
fetuses are attached to a single placenta which is small, smooth, thin, and indurated. To 
the larger placenta the living fetus was attached. 

I have chosen from it several sections. The photomicrograph discloses 
a growth of intimal cells which either reduce the caliber of the vessel to 
several small channels, or practically obliterate the lumen (Fig. 15). 

These cases are representative of rather numerous instances, in which, 
with extensive necrosis of the placenta a profound effect upon the vitality 
of the fetus is encountered. 

It is much easier to demonstrate the existing pathology than it is to ae- 
count for the mechanism of its production. After studying these condi- 
tions carefully from the standpoints of clinical observation and histologic 
examination there are certain views which I, nevertheless, desire to 
present. 

In the first place, I am forced to disagree with the conception that these 
lesions are the result of, or secondary to the atrophie and obliterative 
changes in the placental vessels. In this connection I would refer briefly to 
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a previous paper in which this matter was discussed (Montgomery). I am 
now rather decidedly of the opinion that the life cycle of the placenta is 
written, not in terms of vessel change, but in terms of the aggression and 
regression of the chorionic epithelium. The life cycle and the nutrition of 
the chorionic epithelium appear to be independent of the fluid in the fetal 


Fig. 13.—Structure of the undegenerated placenta in binovular triplets. Note the normal 
delicate architecture of the placental vessels and villi. (Photomicrograph 80X.) 


Fig. 14.—Structure of the degenerated placenta in binovular triplets. Granular de- 
generation and hyaline necrosis of the chorionic epithelium and villous stroma with 
numerous areas of calcareous deposit. (Photomicrograph 127X.) 
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vessels. Numerous observations confirm this conclusion. In the first 
place, at the time when the trophoblast is most active and the cellular 
hyperplasia of the ectoderm most marked, there are no fetal vessels present 
in the mesoblastice core. In the second place, the chorionic epithelium ap- 
pears capable of sustained life when it is detached from the villous core, as 
demonstrable in tubal pregnaney and chorionepithelioma. In the third 
place, in certain conditions, such as syphilis of the placenta, in which the 
villous capillaries are quite small and apparently inadequate in size, the 
chorionic epithelium retains its vitality. Finally, in the examination of 
early cases of focal necrosis of the placenta, degeneration of the syneytium 
and fibrin deposit occur on villi in which the villous circulation is undis- 
turbed (Fig. 5). 


Fig. 15.—Endovasculitis of placental vessel. The growth of vascular connective tis- 
sue has reduced the lumen of the vessel to several small endothelial lined channels. 
(Photomicrograph 207X from the necrotic placenta of the binovular triplets. ) 


The active growth of the trophoblast during the early period of preg- 
naney, the gradual loss of activity during the mid-period of pregnancy 
and, finally, the thinning out and atrophic change in the chorionie epi- 
thelium in the latter part of pregnancy constitute one of the numerous 
cyclical phenomena which characterize the higher animal. 

When the chorioni¢ epithelium is subjected to conditions which impair 
its growth activity or withhold its nutrition, pathologie disturbances, such 
as extensive necrosis, take place. The parenchymatous structure of the 
placenta is then destroyed, either in local or widely diffused areas. The 
collapse and obliteration of the corresponding placental vessels oceur see- 
ondarily and constitute a readjustment of the amount of circulating 
blood to the decreased circulatory requirements. This interpretation is in 
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keeping with our present knowledge of the physiology of reproduction and 
can be applied to each of the types of placental necrosis which have been 
considered. 

The necrosis which is found at the margin of the placenta is the result 
of inadequate nutrition at the zone of transition between the richly vaseu- 
larized decidua serotina and the thin, poorly vascularized decidua cap- 
sularis. The villi in and adjacent to the chorion laeve undergo, in reality, 
starvation necrosis; the associated fetal vessels, a gradual and complete 
secondary obliteration. 

‘*Infaretion’’ of the fullterm placenta is due to the fact that the 
chorionic epithelium has at this period of pregnancy undergone such ex- 
tensive regression that it no longer acts as an adequate vascular lining to 
the intervillous spaces. As a result, areas of fibrin deposit take place upon 
the exposed and degenerated surfaces of the villi. When such areas ex- 
tend, large groups of villi are thrown out of funetion and the correspond- 
ing fetal vessels collapse and undergo degenerative and obliterative 
changes. 

These two lesions, necrosis of the margin of the placenta and ‘‘infare- 
tion’’ of the fullterm placenta, are considered normal manifestations of 
the life history of the organ. However, a consideration of those necrotic 
lesions which give rise to missed abortion, intrauterine death of the fetus, 
and to the death of one of binovular twins, impresses one with the fact that 
he is dealing in these instances with notable departures from the normal. 

In explanation of the etiology of such abnormalities several factors must 
be considered. The first of these is that the endometrium may be improp- 
erly prepared for the reception of the ovum, or that the decidual bed may 
be subsequently impoverished by degeneration or by thrombosis of the 
uterine vessels. Recent studies in obstetric and gynecologic physiology 
have demonstrated how necessary it is that the endometrium be properly 
prepared for the reception and implantation of the fertilized ovum. Nor- 
mal corpus luteum secretion appears essential for the development of the 
pregravid stage of the endometrium and for the continuance of pregnancy, 
at least during the early weeks. Comparatively little is known, however, 
of the part that this and other internal secretions play in the further main- 
tenance of the intrauterine life of the fetus. 

Practical experience, however, demonstrates how essential the activity 
of the thyroid gland is in the maintenance of normal fetal growth. For ex- 
ample, obstetricians generally have found the empirie use of iodine or 
thyroid extract of value in promoting fullterm pregnancy, particularly 
in those patients who have repeatedly suffered abortions or stillbirths. 

It appears problematic, however, whether the character of the site of 
implantation alone governs the nidation and normal growth of the ovum. 
For instance, in placenta acereta the normal decidual layer between the 
epithelium and the uterine musculature is absent. In those instances 
where the chorionic epithelium is hyperactive, namely, in chorionepitheli- 
oma and in hydatidiform mole, the epithelial cells invade all tissues with 
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little respect for previous preparation. Indeed, if internal secretions and 
their effect upon the implantation site of the placenta are alone responsible 
for the growth of regression of the placenta, why should the line of dif- 
ferentiation be so clearly marked between the necrotic placenta and the 
normal placenta of binovular twins? In the one ease there is a completely 
normal placenta and in the other there is a uniformly degenerated 
placenta. 

The character of these various lesions suggests that the ability of the 
fertilized ovum to grow and maintain its existence in the uterus is depend- 
ent not only on the site of implantation, but also on the innate nature of 
the germ plasm. The latter conception offers a more reasonable explana- 
tion of those instances in which early necrosis of the placenta takes place 
with missed abortion, and of those instances in which the one fertilized 
ovum of binovular twins proceeds normally in its growth, while the other 
fertilized ovum advances only to a limited stage of development and sue- 
cumbs. Some such explanation also lies at the foundation of chorionepi- 
thelioma, in which the growth impulse of the fertilized ovum and its de- 
rivatives far exceeds the normal. 

These matters require experimental study. It is of the greatest im- 
portance to determine if the internal secretions of the anterior lobe of the 
hypophysis and thyroid gland which appear so necessary in the prepara- 
tion of pregravid endometrium are equally necessary for the activation 
and sustained growth of the ovum and its derivatives. 

While it appears manifest that placental vessel obstruction is not the 
cause of necrosis of the placenta, nevertheless for the confirmation of more 

‘ational conceptions, further biologie studies are essential. 


SUMMARY 


1. A brief outline of the acute inflammatory reactions of the placenta 
and placental vessels has been presented. It has been shown that the 
milder types of acute inflammation begin in the membranes. The margin 
of the placenta and the amniotic surfaces of the placenta are next involved. 
When the inflammation is more advanced, a leucocytie infiltration of the 
placental vessels and cord vessels takes place; in the severe or extensive 
types of inflammation, thrombosis occurs. Only in the most severe types 
of inflammation does the condition in the placenta react unfavorably on 
the child. 

2. Certain placental vessel lesions of an alterative or obliterative type 
have been studied. They are found present with necrosis of the placenta. 
The vessel lesions appear secondary to degeneration of the chorionie epi- 
thelium rather than primary. This is true not only when necrosis is of the 
so-called physiologic type, but also when it is so extensive as to impair the 
vitality of the embryo. 

3. The dictum that ‘‘the placenta is as old as its vessels’’ is not appli- 
cable; in reality, the placenta is as old as its chorionic epithelium. 

4. Certain views are presented as to the cause of premature and exten- 
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sive necrosis of the placenta. These are based upon clinical and histologic 
studies. The most likely explanation appears that the fertilized ovum, 
either because of hereditary influences or because of the effect of internal 
secretions, departs from the normal in its growth activity. This departure 
from normal may be in the direction of a short life eycle to eventuate in 
premature necrosis, or in the direction of rapid growth and hyperplasia to 
produce hydatidiform mole and chorionepithelioma. 
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1930 CHESTNUT STREET. 
ABSTRACT OF DISCUSSION 


DR. FRANKLIN L. PAYNE.—It was interesting to look up at the Philadelphia 
Lying-in Hospital records of these patients who had been in labor over twelve hours 
with ruptured membranes. During the last eighteen months, of 3541 deliveries, 44 such 
cases were found. There were four fetal deaths: (1) prolapsed cord, (1) macerated, 
(1) hydrocephalic, (1) breach, which at autopsy showed tentorial tears. None of these 
could be ascribed to bacteremia. From these figures I believe we can deduce that the 
danger is not so much to the infant as to the mother. 

In discussing the death of one of binovular twins, Dr. Montgomery offers the sugges- 
tion of an endocrinal influence, It is difficult to conceive one endocrinal influence upon 
one growing fetus, and the reverse upon the other. As to the innate strength of one 
ovum, and the innate weakness of the other, I cannot conceive of two ova east off about 


the same time possessing such a difference in vitality. I prefer to look upon the death 
of the second of the twins as the result of some decidual change, some lack of nutrition 
from the maternal side, or possibly of undue pressure caused by the other growing fetus 
and placenta. 


DR. MONTGOMERY (concluding).—In reply to Dr. Payne, I can only say that an 
estimation of the hereditary factors at play in embryonic growth must include a consid- 
eration of not only the chromosome elements which are derived from the ovum, but also 
those which are derived from the spermatozoon, It is not unexpected that differences 
in growth activity of fertilized ova may manifest themselves in early embryonic life in 
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the same fashion that differences in health and resistance may be manifested in child- 
hood and in maturity. 

T have in mind a patient whom I recently attended in her sixth pregnancy. Five pre- 
vious pregnancies by her first husband had resulted in either miscarriage, stillbirth, or 
neonatal death. Her first husband was tuberculous. While the tuberculosis itself may 
have played no part in the actual heredity of the fertilized ovum, nevertheless, the sixth 
pregnaney, which was by a second husband, was comparatively normal and resulted in 
a normal living baby. 

The evidence which has been presented in the course of this paper is by no means ade- 
quate proof of the influence of hereditary factors upon the growth activity of the 
chorionic epithelium, but certainly it has a significance which must be given thoughtful 
consideration. 


A CLINICAL STUDY OF 100 CASES OF DEVELOPMENTAL AND 
FUNCTIONAL DEFICIENCIES IN THE FEMALE WITH 
ANALYSIS OF TREATMENT AND RESULTS®* 


W. H. Cary, M.D., New York, N. Y. 


URING this epie of gynecologic progress when those engaged in ani- 
mal experimentation are dominating the literature with highly im- 
portant contributions bearing upon the influence of the endocrines in 
reproductive development and function, it seems fitting to present a 
purely clinical analysis of the sequelae of underdevelopment encountered 
in private patients presenting a condition of sterility, in an effort to de- 
termine what relation these deficiencies bear to human fertility and to 
consider the susceptibility of these cases to successful treatment. 

To this end I am presenting a detailed study of a complete series of 
100 problems in which structural and functional deficiencies of probable 
hypogonadie¢ origin have been encountered in the female as a chief or 
concomitant etiologic factor. Each of these case histories has been itemized 
under 18 headings which include a classification of the general physical 
type (femininity), their health during adolescence (puberty), their past 
and present menstrual history, a notation of all anatomical abnormalities 
commonly attributed to underdevelopment, a history of their response to 
sexual stimuli, a record of concomitant causes of sterility (major in several 
instances), the method of treatment pursued, the results obtained as to 
pregnancy, and many miscellaneous items which bear an interesting re- 
lation to this subject. 

The parallel tabulation of anatomical and functional phenomena seems 
warranted by their frequent association on the work-sheets (58 per cent), 
but it is appreciated that the former are static and factual while the latter 
are dynamie and variable and that a common causative factor is still hypo- 
thetical. As I had no thesis to prove, the statistics were accumulated with- 
out conscious prejudice or bias. The entries were made as noted on the 
histories and when completed the totals were computed. A deep interest 


*Read at a meeting of the New York Obstetrical Society, May 11, 1932. 
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in this subject stimulated especially conscientious study. Except in cases 
referred for consultation or out-of-town patients with limited time, the 
final entries represent the results of repeated studies and when in doubt 
as to any item a negative notation was made, for it is accepted that sta- 
tistical presentation of unreliable material is more dangerous than the 
application of balanced judgment to material without statistical analysis. 
A small percentage of error in the findings is unavoidable owing to the 
fact that 16 per cent of these patients had been operated upon before con- 
sulting the writer, two having had laparotomies and 13 others having 
undergone a total of 16 minor operations. 

In this general group study, essentially preliminary in character, ex- 
tensive and at this time impractical charts would be required to correlate 
the items appearing under individual headings. Some of the accompany- 
ing charts have the weakness of most statistical tables in that they are 
quantitative rather than qualitative. It is assumed that the reader can 
and will make his own deductions from the material presented. Certain 
conelusions which are not entirely obvious by the tabulation but seemingly 
justified by clinical experience and a knowledge of the intensity as well 
as the frequeney of potential factors will, however, be mentioned. 


GENERAL CONCLUSIONS 


The structural and functional anomalies which are listed constitute the 
major causes or concomitant phenomena in approximately 24 per cent of 
the sterility cases encountered in general gynecologic practice and in more 
than half of the patients who now reach the special worker in this field. 
Clinical observation indicates that no common anatomical deformity such 
as anteflexion or hypoplasia of the uterus bears any constant causative 
relation to failure of conception. The extent of the lesion is of much im- 
portance. Varying degrees of hypoplasia were recorded in 60 per cent of 
the successful cases, and uterine flexions and displacements of the so-called 
congenital type were noted in 48 per cent. Neither do menstrual defi- 
ciencies, alone or in conjunction with hypoplasias, present a reliable index 
to defective ovigenesis, and the work of Hartman, Corner, Novak and 
others has demonstrated in higher primates a clinical impression long en- 
tertained by me that menstruation is not an invariable proof of normal 
ovulation. Academically, such factors may be interpreted as features of a 
symptom complex. In sterility work, however, each factor must be con- 
sidered separately in a complete diagnostic study which, by direct demon- 
stration or by exclusion, appraises its etiologic significance and thus points 
the way to logical treatment. The analysis shows that successful results 
may be obtained in many cases with marked menstrual deficiencies, if we 
do not permit our attention to be so focused upon assumed ovarian dys- 
function as to neglect the study and treatment of other potential factors. 
Some degree of menstrual deficiency was reported in 70 per cent of the 
patients who became pregnant after treatment and in 50 per cent of the 
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successful cases both functional and anatomical defects were tabulated. 
We must face the fact, however, that retardation of sexual development, 
whether resulting from adverse conditions of early adolescence or re- 
sponding to fixed laws of heredity, may so involve the gonads of certain 
individuals as to forever arrest their seed-producing function. This con- 
dition, which is not demonstrable in the female and can be inferred only 
by excluding other known barriers to fertility, doubtless accounts for some 
of our failures in the underdevelopment group. Frank’ states in the 
summary of his ovarian hormone studies that the findings do not offer an 
accurate guide to prognosis in sterility. 

Experience would suggest that many of these patients produce normal 
ova at infrequent intervals and therefore marital relations with a husband 
of vigorous fertility constitutes an important factor in prognosis. In this 
group of problems it is most important to recognize the lesser degrees of 
seminal defects.* The term ‘‘fertility’’ like ‘‘health’’ isa relative one and 
attempts to increase the impregnating power of the male specimen was 
considered an important supplementary procedure in 10 eases of this 
series. Finer measuresf of sperm cell energy are needed. 

The statistics as to results (Table IV) show that many cases in this 
series (39.7 per cent) when managed in accordance with the above prin- 
ciples presented an opportunity for suecessful treatment. 


GLANDULAR THERAPY 
While glandular products were used as supplementary treatment in 13 
of these cases they are not regarded as a major factor in success in a single 
instance. This observation may indicate a lack of knowledge in the use of 
remedies highly regarded by many gynecologists? or a bias in the confused 
problems of interpretation. 


For example, in a case which came to me several weeks subsequent to careful study 
in excellent hands, the wife was found to have a congenitally shortened vagina and 
a hypoplastic uterus in unyielding but symptomless retroversion-flexion. The tubes 
were patent at normal pressure. Prompt semen loss with defective sperm migration 
was demonstrated. The husband, though of active mentality, was sluggish physically 
and sexually. His metabolism, as well as the wife’s, was moderately deficient and the 
semen while rated potentially fecundating was entered as subnormal, as were also his 
secondary sexual attributes. He neglected all treatment except for continuous thyroid 
administration. The wife, who had already undergone two minor operations and had 
now been urged to have a laparotomy was sustained in her refusal of the latter by both 
the family physician and myself. In appreciative confirmation of the diagnostic at- 
titude, this woman recently reported that pregnancy had oceurred after four months’ 
marital relations with a different mate. The lessons taught inelude the realization 
that had the operation been done and pregnancy occurred while the first husband con- 
tinued under medical care an accurate conclusion as to the most important factor in 
successful treatment would have been difficult. 


*Read, from an extensive urologic investigation, has pointed out the importance 
of chronic nonspecific and otherwise symptomless prostatitis as a cause of impaired 
fertility. 

+The veterinary workers have superior opportunities in this field, and their 
observations are being investigated with reference to human fertility by Moench 
and others. Moench and Holt: J. Lab. & Clin. Med. 17: p. 297, 1931. 
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Chief reliance has been placed on thyroid substance, and though men- 
strual irregularities have thus been improved it has not, in my opinion, 
brought success in any case of this series. Limited experience with 
metabolism studies has given the reporter reason to believe that the find- 
ings are varied by many extraneous influences, that when carefully made 
they are sometimes in conflict with the clinical data, and that the latter 
should not be too readily subordinated. While lam watching with admira- 
tion and interest the work being done in ovarian and pituitary hormone de- 
terminations, this study has not as yet been recommended to unfertile pa- 
tients, because those who have contributed most to our scientific informa- 
tion in this field, have also demonstrated the difficulties which still obtain 
in applying this knowledge to the clinical management of sterility. 


Average age wien 
seeking mon.) 26.7 yrs 


Average years trial 


marriage until 


Average time 
elapsed from 4.5 v4 
seen by writer 


average use of contraception 


Average age 
at marriage } 24.2 yre 


Fig. 1.—Average duration of marriage and unfertility. 
GENERAL DATA 


The average age of these patients when they consulted me was 28.7 years 
(Fig. 1). The ages varied from a minimum of twenty-three to thirty-eight 
years and one success was obtained at this maximum age. Any conclusion 
as to the relation of age to prognosis is impossible at this time. The average 
duration of marriage was four and one-half years, giving an average mar- 
riage age of approximately twenty-four years. Contraception had been 
practiced for an average period of nine months, the term of ‘‘ pregnancy 
try,’’ therefore, being three and seven-tenths vears. Sterility was primary 
in 91 couples (Fig. 2), while secondary sterility was due to abortion 
(probably spontaneous) in 6 instances. In one of the remaining cases 
hyperinvolution and prolonged amenorrhea had followed the first preg- 
nancy, in another case the first pregnancy had been terminated by 
cesarean section for acute hyperthyroidism, the latter symptoms persisting 
moderately in spite of thyroid surgery and were complicated by uterine 
atrophy and menstrual irregularity; and in the final parous case, one- 
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child sterility with functional deficiencies was also reported in the two 
preceding generations. 


PHYSICAL TYPES 


As data relative to interrelation of the gonads with other glands and the 
clinical concepts of their dysfunction are being constantly revised, these 
patients were classified simply with reference to marked variations from 
our impression of the normal feminine type: groups familiar to any ob- 
servant physician. Overweight is recorded in 12 instances, not the obesity 
often seen in careless clinical patients but devotees of the mode who in spite 
of normal inheritance and intelligent effort gained weight rapidly at 
puberty, after marriage, or coincident with menstrual deficiencies. In 


Acute hyperthyroidism 
case | and Cesarean 


- Hyperinvolution 
- See text. 


1 
ts 
Secondary - 9 cases & cases - 


Fig. 2.—Fertility history. 


2 cases a diagnosis of Froehlich’s syndrome was made. There were 20 


entries under the immature type. Typical of the more pronounced type 
was one patient, aged twenty-seven years, who although she graduated 
from college four years previously had the mien of a freshman. There 
were a gracile body, flat breasts and a narrow pelvis, and although teeming 
with feminine artifices, she reported frigidity and long-continued dys- 
pareunia. Pregnancy followed, however, when the pelvic abnormalities 
were corrected. Only two patients were classed as masculine. In these 
cases general physical manifestations of the condition were obvious. In 
addition, one patient had a double uterus and the other, with a clitoris 
extending 3 em. from the symphysis, was doubtless an intersexual. Three 
women were classified under ‘‘stunted growth’’ for want of a more scien- 
tifie heading. Many such cases are doubtless pituitary problems. One 
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brilliant girl in this group, however, had an upper spine deformity with 
some variation in the size of the hands and other symptoms which a neurol- 
ogist attributed to a temporary hemiplegia in early infancy due to un- 
known injury. As her physical abnormalities were not inherited, her 


Number of cases 


Abnormal 
Inna ture 
Overweight 


GY 
Stunted growth 3 GZ 
Froehlich syndrome 2 7 


Masculine 2 Z 


Fig. 3.—Physical types varying from normal feminine. 


habitual amenorrhea, anteflexion, and lateral uterine displacement (which 
corresponded to the early paralysis) were treated, pregnaney followed, a 
514-pound otherwise normal baby was delivered at term and is now thriv- 
ing. The other patients of this group reported failure to grow after a 
definite time in adolescence, one attributing the condition to the shock 


affecting pelvic 
“YY, 16 cases / development 
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\ 
conditions during \ | 
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Fig. 4.—Abnormal conditions of early adolescence. 


of her mother’s death and the heavy responsibilities she assumed as the 
oldest child, while the other patient accepted the condition as a family 
trait. In the former case successful results were obtained but the latter 
who came at the age of thirty-two years, with marked hypoplasias, was 
less fortunate. 
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HEALTH DURING ADOLESCENCE 


The histories of certain intelligent patients have focused my attention 
upon the possible influence that disease (acute or chronic), major opera- 
tions, hard work, and excessive athletics during early adolescence may 
bear to sexual drag or underdevelopment. The adolescent history rela- 
tive to these factors has been secured in 89 cases (Fig. 4). Because the fig- 
ures are possibly without value, unless compared with a normally fertile 
series, they are given without comment except to state that the percentage 
of typhoid (5.5 per cent) seems high and that in view of the retardation 
of skeletal growth and mental development which is known to occur in 
some instances of severe disease in adolescence such a history should be 


Amenorrhea and 
menorrhagia 5 Y 
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77 cases 13 cases 


Fig. 5. 


Summary of menstrual irregularities. 


covered in all sterility problems. Experience with a few adolescent girls 
warrants a further study of the relation that excessive competitive ath- 
leties in girlhood bear to their pelvic development. 


MENSTRUAL IRREGULARITIES 


Menstruation began in these 100 patients at an average age of 13.5 years 
(Fig. 5). The onset was as late as eighteen in three cases while in one, 
three and eleven patients it began at the seventeenth, sixteenth, and fif- 
teenth year, respectively, totaling 18 per cent in whom menstruation was 
definitely delayed. In other respects Fig. 5 speaks for itself, and so much 
has recently appeared in the literature bearing upon this subject that 
further comment will not be undertaken. Dysmenorrhea is confirmed as 
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a very frequent symptom of underdevelopment and abnormal uterine 
rhythm. Menstrual deficiency far exceeds excessive flow as a functional 
disorder in sterility problems and the latter is found to be more difficult to 
manage. Amenorrhea is tabulated as transient when reported during 
adolescence only or at rare occasions thereafter, and as habitual when ex- 
perienced frequently throughout sexual life. In at least two patients of 
the latter type pregnancy occurred during a period of functional amenor- 
rhea. In one patient of the menorrhagia group, endometriosis was encoun- 
tered, while in another patient, thirty-two years old, in whom menorrhagia 
alternated with amenorrhea, marked hyperplasia of the endometrium was 
found and the specimen was at first reported malignant but subsequently 
termed border-line and innocent by Dr. Ewing. 


BASAL METABOLISM 


Dysfunetion of the thyroid may be associated with both oligomenorrhea 
and menorrhagia, and hypertrophy (with or without toxemia), pelvic 
hypoplasias, scanty periods and childlessness have been found coexistent 
in a few patients who are not included in this series because the sterility 
problem was not the major complaint. In 18 eases the clinical symptoms 
were sufficiently suspicious to suggest metabolism studies (Table I). The 
average group findings indicate little. Individual results showing 6 cases 
with abnormally deficient and 3 with abnormally high metabolism records, 


TABLE I. METABOLISM FINDINGS IN 18 CASES 


Minus 11 cases Average 10 % - Maximum 27 % 
Plus 7 cases | Average 13 % 4 | Maximum 27 % 


Abnormally high 3 | 
Abnormally reduced 6 | 


with one success in the former and 2 in the latter group, did little to dis- 
sipate my perplexity as to what direct relation, if any, the thyroid bears to 
unfertility. These patients received a trial of medical treatment, gyne- 
cologic procedures having been concomitant or deferred as indicated by 
the correlation of all potential factors. The maximum and minimum 
finding were each 27 per cent. My limited experience would seem to indi- 
cate that the clinical symptoms of the overacting and underacting thyroid 
are sometimes very similar and in such cases laboratory study may be 
helpful. It is only just to say that in an occasional case tested during the 
same week by two different laboratories, wide variations have been 
reported. 
ANATOMICAL ABNORMALITIES 


Probably the majority of gynecologists entertain some doubt as to 
whether structural abnormalities of the female reproductive tract com- 
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monly attributed to sexual drag actually have such an origin. Either a 
pro or con opinion is difficult to sustain, but a correlation of the items 
across the work-sheets seems to present affirmative evidence. Any one or 
any combination of the several lesions described may be encountered in the 
individual patient. Hypoplasia of the external genitalia is, of itself, prob- 
ably of little significance in fertility, nor is it alone used as a basis for case 
selection, but in this series smallness of the vulva does seem to be fre- 
quently related to lack of emotional development. Shallowness of the va- 
gina, annular constriction, shortening of the anterior wall and septa have 
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Marked abnormalities complicating above: Partial vaginal septum 
Remnant vaginal septum 
Uterus bicornis 
Uterus subseptus 
Generally contracted pelvis 1 


Breasts subnormal in size in 12 out of 57 cases noted. 


Fig. 6.—Summary of hypoplasias and structural deficiencies. 


been included under vaginal underdevelopment. Experience causes me 
to place greater emphasis on cervical lesions as stigmas of underdevelop- 
ment and causes of low fertility than upon the lesser degrees of fundal 
hypoplasia. Under the ‘* cervical group’’ the total number of these cases 
with stenosis and a punctiform external os has been noted., The slender 
conical cervix is also included under ‘‘hypoplasia,’’ and when its length is 
markedly increased with corresponding hypoplasia of the fundus, the 
prognosis is less hopeful. The diagnosis of hypoplasia of the fundus was 
made with considerable hesitancy. In at least five instances, a reduction 
in uterine length (214 inches or under) was confirmed by sound and sue- 
cessful results occurred in three of these cases. Slenderness is the 
rule, but only when the size of the uterus is carefully palpated at different 
times in the menstrual cycle is an estimate possible, except in rare cases of 


infantilism. Uterine flexions and displacements were regarded as lesions 
of underdevelopment according to the indices accepted by most gynecolo- 
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gists; that is, the association of these findings with shortening of the pelvic 
faseia and other evidences of deferred or incomplete sexual development 
(Fig. 6). 

The diagnosis of uterus subseptus is open to question, but it represented 
my best impression gained during digital removal of retained secundines 
after miscarriage. Pregnancy occurred after months of general building- 
up of this malnourished, socially ambitious woman who gave the history, 
already mentioned, of three generations of amenorrhea and one-child 
sterility. The bicornate uterus was revealed by instillation and x-ray. 

The growth of the breasts is generally regarded as a secondary sex char- 
acteristic, but beyond recording the percentage of cases in which flat or 
small breasts were noted, no further statement will be made at this time. 


Sexually 
defective 
40 cases 


Normal 
50 cases 


Fig. 7.—Approximate tabulation of sexual histories. 


Vicarious bleeding from the breasts occurred in one ease with habitual 
amenorrhea and hypoplasia. 


SEXUAL INTEREST 


The motives which may determine one’s selection of a mate are so vari- 
able, and the fears, fixations, and inhibitions of both conscious and sub- 
conscious origin which may affect sexual response, are so numerous, that I 
suspect that a patient even with sincere intent and analytical guidance, 
is frequently unable to appraise her sexual reactions or potentialities. 
Fig. 7 represents my best effort of evaluation within the further limitations 
imposed by gynecologic practice. Patients who report a persistent indif- 
ference to normal emotions of coitus in which male responsibility seems to 
be eliminated are classified as frigid. The 10 per cent of frigidity in this 
very small series closely coincides with the percentage reported by Dickin- 
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son and Beam in ‘‘ A Thousand Marriages.’’ This would seem to signify 
that frigidity is no more common in the selected cases of this study than 
in a heterogeneous group. Under the ‘‘subnormal heading’’ have been 
included eases in which the transference of the erogenous zone has not 
occurred, those in whom sexual abstinence may be definitely sustained with 
equanimity and patients who without extrinsic explanation rarely experi- 
ence an orgasm. 
CONCOMITANT FACTORS 


The concomitant factors involved in failure of fertility in this group 
study are itemized on the work-sheets but will not be discussed at this 
time. Such a tabulation would be of interest chiefly in an analysis of the 


Not treated ‘ 
40 cases 31 


Fig. 8.—Record of treatment. 


failures, a study now under consideration. In many eases, as will appear 
below, these coincident lesions assumed the major role in etiology and in 
determining management and in several instances contraindicated gyne- 
cologie treatment. 

UNTREATED CASES 


In 40 cases of this series (Fig. 8 and Table IT) sterility was not treated 
by me for reasons which are sufficiently explained in Table II as to need 
but little further elaboration. Treatment was not undertaken in 14 prob- 
lems, owing to conditions in the male. Complete absence of sperm cells in 
two specimen examinations was found in 8 eases. In 5 additional cases in 
which marked semen deficiency was revealed, the husbands, with or with- 
out urologie consultation, declined to follow recommendations. Impotence 
in the form of habitual premature ejaculation was discovered in one pa- 
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tient, and the unsophisticated wife had been subjected to much useless 
treatment on the misleading evidence of a condom specimen. 

Among the untreated group of cases due to conditions in the female 
were 4 patients in whom the tubes seemed to be occluded. More than 
half of the patients with normal tube patency had received one or more 
patency tests before consulting me, as many as six insufflations being re- 
ported by one patient. Strangely enough, many of these patients were still 
ignorant as to the results of the tests or as to the pressure at which patency 


TABLE II. REASONS FoR Nor TREATING 40 CASES 


Condition of the male | 14 enses 
Azoospermia 8 
Highly deficient male 5 | 
Male impotence | | 

Condition of the female 7 eases 
Occluded tubes 4 
Acute gonorrhea 
Tuberculosis 1 
Hyperthyroidism 1 

Other reasons 19 
Declined treatment 10 
Consultation cases 


was effected, and many of them submitted to a repetition of the procedure 
thinking it was of major therapeutic value. These women might have been 
saved the risk and traumatism of repeated tube tests if the first investi- 
gator had submitted an intelligent statement to the patient. 

Investigation was contraindicated in one patient owing to evidence of 
active gonorrhea, and the risk of motherhood seemed sufficient in one pa- 
tient with tuberculosis, and in another with marked hyperthyroidism to 
justify the omission of treatment. 

Fear, economical stringency and reluctant cooperation caused treat- 
ment to be declined, deferred or transferred to another physician in ten 
instances, while 9 other patients came or were referred for diagnostic study 
only. 

TREATMENT AND RESULTS 


Tabulating cases under any one form of treatment is extremely difficult 
for tonie, dietary (Vitamin), hygienic, and specific forms of medical treat- 
ment were frequently carried out in conjunction with local procedures, 
and in not a few eases, the husband and wife were under treatment simul- 
taneously. I have attempted to classify my cases under what seems the 
most important gynecologic procedure (Tables [Il and IV). As the basis 
of group selection and study was gynecologic, the treatment of the husband 
is entered as supplementary and was carried out in 10 cases, in some of 
which it may have possibly constituted the most important item. As 
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glandular therapy was not continued as the sole method of treatment in 
any successful case, it is also tabulated as supplementary in 13 instances 
and its curative value in relieving sterility was not impressive. Under the 
‘*Supplementary’’ heading might have been included two eases with ob- 
vious ovarian deficiency, in which, after all other methods had failed, a 
trial of x-ray stimulation was accepted by the patients after receiving a 
frank statement of its uncertainties. Results were disappointing but it is 
only fair to state that the uterus was markedly hypoplastic in one ease, and 


TABLE III. MaAJor GYNECOLOGIC PROCEDURES WITH RESULTS IN 60 CASES 


CHIEF TREATMENT | CASES TREATED | PREGNANT 
| 
General: Diet, tonic, ete. | 7 2 
Loeal | 2 - 
Dilatation and curettage 6 3 
Dilatation and curettage and radium* 2 - 
Dilatation and stem 15 9 
Dilatation (office) 5 4 
Dilatation and cautery 2 1 
Relief cervical viscosity | + 2 
Longer wait | 7 6 
Pessary | 7 2 
Stem (office) | 1 1 
Premarital dilatation and excision of vaginal | 
septumt | 1 1 
Salpingostomy ] 
| 60 31 
SUPPLEMENTARY TREATMENT | 
Endocrine 13 
Improvement male specimen 10 
X-ray stimulation 2 


*One very early malignancy and one approaching borderline malignancy. 

+Preceded by trial marriage. 

a subnormal male specimen resisted all efforts of improvement in the other 
problem. Injection of this specimen, after x-ray treatment of the wife, 
was accepted by the patient and constituted the final effort to date. One 
unsuccessful dilatation and stem case was subsequently reported pregnant 
after x-ray stimulation under the care of another physician. 

In recording the results of treatment the reporter has attempted to 
‘lean backwards’’ in aceuracy and honesty. I have charged myself with 
all eases in which treatment was instituted, accepting full responsibility if 
the male diagnosis was inaccurate or his improvement disappointing. 
Some patients are included as failures for whom the possibilities of sue- 
cessful treatment are not exhausted. Two cases have been entered as 
failures in which the necessity of radium administration after ecuretting 
rendered success practically hopeless, in fact, undesirable. In one of these 
patients, thirty-four years old, an extremely early, symptomless, and 
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therefore unexpected carcinoma of the fundus was discovered. Curet- 
tage was not planned in this case of hyperinvolution and stenosis until the 
routine procedure of clamp biopsy of the endometrium brought away a 
suspicious section. In the second case, already referred to, hyperplasia 
had advanced to a suspicious degree. 


TABLE IV. ABSOLUTE AND CORRECTED PERCENTAGES OF SUCCESS 


Based on total cases seen 31.0% 


Deducting consultation cases and patients who declined 
treatment or were advised against the risk of motherhood 39.7% 


Deducting also hopeless male deficiency or untreated semen 


abnormalities 48.4% 
Deducting also cases of closed tubes 51.7% 


On the other hand, cases of known miscarriage have not been subtracted, 
the reporter feeling that this is no more evidence of failure of sterility 
treatment than the loss of a fetus at a more advanced date owing to 
placenta previa or other obstetric accidents. Six couples who, after pre- 
liminary study and general instructions, were advised to defer specifie 
treatment, and the wives subsequently reported pregnant, are credited as 
successes, this constituting in my opinion the most efficient type of service. 
Such eases finally requiring treatment were of course otherwise classified 
and the one who disappeared from care was included as a failure. 

Dilatation and Stem.—The largest number of cases (15) is entered 
under the heading of ‘‘ Dilatation and Stem Pessary.’’ The solid glass 
Baldwin stem was used in all cases, being left in situ, unless disturbing, 
from four to seven weeks. The large number of successes (60 per cent) 
occurring in this small group of eases is attributed to great care in 
the selection of patients and special effort in technic involving the anchor- 
ing of the stem entirely within the external os by a deep, snug and inelastic 
suture. The loose suturing previously advoeated has been abandoned be- 
eause mobility with partial expulsion of the stem increases the drag upon 
the sutures. The stem is omitted when curettage is required. Any suspi- 
cion of past or present infection in the husband or wife is considered an ab- 
solute contraindication, and as a further prophylactic measure against in- 
fection, intercourse is interdicted while the stem is in place, mild antiseptic 
douches are ordered twice weekly and inspection is made at ten-day inter- 
vals. I am not unaware of the adverse criticism this method of treatment 
will evoke from many gynecologists. The controversial features will not 
be discussed beyond saying that objection to the intrauterine stem is often 
based on negative theoretical grounds or results from improper choice of 
stem, or selection of patients. Many gynecologists of highest repute and 
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widest experience are warm advocates of its use in certain cases of sterility 
and dysmenorrhea although the modus operandi by which results are ob- 
tained may not be definitely understood. Observance of a clinical phe- 
nomenon often precedes the explanatory formula. Suffice it to say that in 
addition to the purely mechanical factors which it may correct there are 
some evidences, by animal experimentation, that a reflex stimulation may 
oceur. Parkes® states that mechanical irritation of the cervix stimulates 
the ovary and quotes the work of Long and Evans‘ indicating that this ef- 
feet is exerted indirectly through the anterior pituitary and Corner has 
demonstrated that under certain conditions of glandular activity any 
foreign body in the uterus causes decidual growth. The patient entered 
under ‘‘ Office Stem Treatment’’ was twenty-seven years old and had sus- 
tained hyperinvolution of the uterus (214 inch eavity) following her first 
delivery three years before. She had almost given up hope of becoming 
pregnant, consulting me principally for an amenorrhea of two years’ 
standing with weight gain and other symptoms of early menopause. After 
stimulating a uterine flow of three days’ duration, the stem was tempo- 
rarily replaced at four-week intervals over a period of four months, with 
fairly regular uterine bleeding. The stem was then discontinued and en- 
docrine treatment, which the patient had taken unsuceessfully for the pre- 
vious year, was again prescribed and a successful pregnancy began two 
months subsequent. One of the successful cases entered under the ‘‘ Dila- 
tation and Stem’’ group was subjected to laparotomy for retroversion at 
the time the stem was inserted, contrary to my usual procedure. Radical 
intervention was requested because the patient planned to soon leave for 
the Far East where further study and pessary control would be imprae- 
ticable. Laparotomy has been avoided whenever possible. Invasion of 
the peritoneal cavity occurred in but two other cases. In one of these, 
salpingostomy is entered as the major procedure. This patient with cer- 
vieal stenosis and a hypoplastic anteflexed uterus was also found to have 
occluded tubes attributed to acute appendicitis and operation soon after 
marriage. Right oophorectomy was also reported but owing to the death 
of the surgeon and the absence of data in a general hospital of a large city 
no confirmation was obtainable. Against advice and the most discourag- 
ing prognosis the patient urged operative interference at which time it was 
discovered that the left tube had also been sacrificed and the right tube 
damaged. 

Vaginal Pessary.—In 7 eases the use of the vaginal pessary was deemed 
the major gynecologic procedure. The important indications for the pes- 
sary are a shortening of the vagina with a marked anterior displacement 
of the cervix, associated with retroversion-flexion, providing careful post- 
coital study indicates prompt semen loss and deficient spermigration. The 
depth of the vagina may be definitely increased by this method of treat- 
ment as demonstrated by the necessity for larger pessaries as the case 
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progresses. Women frequently report a prompt modification of their 
sexual experience. In 2 cases of this series in which occlusion of the tubes 
was also encountered, normal patency was found, not immediately but two 
months subsequent to reposition and support of the uterus. This result is 
attributed to the subsidence of a coexisting edema, a possibility that 
should be entertained in eases of unexplained tubal obstruction ecomplicat- 
ing replaceable retroversion. 

If the retroversion resists efforts of reposition made with the patient 
under anesthetic or after trials of replacement at the office with the patient 
in the knee-chest and tenaculum traction on the cervix, the problem as- 
sumes of course a much more formidable character. 

Other Factors—The 4 successful cases tabulated under ‘‘ Office Dilata- 
tion’’ were patients in whom pregnancy occurred so promptly after com- 
pletion of the diagnostic routine that the result seemed attributable to 
anatomical or secretory changes in the cervix following the passage of a 
sound, suction or insufflation cannula, ete. It is possible that pregnancy 
may have oceurred incidental to the study; a small margin of error that 
must be accepted in most statistical studies. Patients whose blood exami- 
nations showed anemia and were obviously undernourished or nervously 
exhausted have received appropriate medical treatment. Statistics from 
tubereular colonies and observers in busy obstetri¢e services will suggest 
that attention to these details may be a contributing but certainly not an 
essential factor in inereasing fertility. The diet of patients has been 
serutinized but not to the point of caloric tables. The greater percentage 
of these patients were highly intelligent women with considerable know]- 
edge in selecting well-balanced menus for the family. In a few instances 
a nitrogenous intake was increased. Cod liver oil or other dietary in- 
creases favoring weight gain were often declined by patients unless they 
were definitely malnourished. I admit a lack of knowledge and experience 
in the use of vitamins. Because Vitamin E is largely omitted from one’s 
diet and seems theoretically indicated an investigation is now being made 
as to the practicability of a concentrate. 

In conclusion, it may be stated that these cases have been managed first, 
and most important, by meticulous diagnostic study to appraise in the in- 
dividual case the significance of functional deficiencies and the réle played 
by developmental defects in the prevention of fertility ; and, secondly, by 
the correction of causative factors according to sound prineiples of med- 
ical practice and well-established gynecologic procedures, methods which 
may be improved or superseded tomorrow by the discoveries of our 
biochemists. 
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OVARIAN STRUMA: A MORPHOLOGIC, PHARMACOLOGIC, AND 
BIOLOGIC EXAMINATION* 


ALFRED PLaut, M.D., New York Crry, N. Y. 
(From the Beth Israel Hospital) 


INCE at the beginning of this century, Ludwig Pick' insisted upon the 
thyroid character of ovarian struma, the term ‘‘ovarian struma”’ des- 
ignates a definite type of ovarian tumor. Ovarian struma is a teratom- 
atous ovarian tumor in which large amounts of typical thyroid tissue are 
present. The term therefore does not apply to the small areas of thyroid 
tissue which are found in about one-third of all dermoid cysts. 

About 70 case reports of ovarian struma exist in European and Amer- 
ican literature.*»* Our purpose is not to increase the number of the case 
reports, but rather to settle a long-standing dispute. Many have stated 
that a tumor may resemble thyroid tissue very closely and nevertheless it 
may not be thyroid tissue functionally. Such a question concerning most 
organs cannot be answered. In the case of the thyroid gland, however, we 
fortunately have chemical, pharmacologic and biologic methods to prove 
the thyroid character of a given tissue. To anticipate our result, we can 
say that thyroid tissue in ovarian struma chemically, pharmacologically 
and biologically behaves like thyroid tissue. 

The three cases we had the opportunity of examining were briefly the 
following. 


Cask 1.—Sceotch housewife, forty-seven years old, married twenty-four years, one 
adult child, one abortion three years ago. Menopause began a year before admission 
to the Woman’s Hospital. 

She came to the hospital because for five months she had a pain in the left side of 
the abdomen. A mass could be felt in the left side. The provisional diagnosis rested be- 
tween ovarian tumor and endometriosis. 

At operation an ovarian tumor the size of an orange was found behind the uterus to 
the left. Uterus and right appendages were normal. The tumor was apparently cystic 
but heavy. One portion of the surface was suggestive of endometriosis. The pathol- 
ogist, on gross examination in the operating room, declared the tumor malignant. 
Therefore the body of uterus and the right appendages were removed. The cervical 
stump received some prohphylactic radiation afterwards. The patient was well three 
years after operation. 

CasE 2.—Roumanian housewife, thirty-five years old. She has two living children. 
Twelve years before admission to Beth Israel Hospital, a mass in the abdomen was 
noticed and the patient was advised by the doctor to have it removed. The mass grew 
larger gradually, not showing any changes during the pregnancies. Every summer 
the patient had vomiting spells with considerable nausea. This condition became worse 
and caused the patient to ask for operation. 

At operation a large, multilocular eyst of the left ovary was found. There also was 
a large, cystic mass in the right ovary, the uterus was slightly enlarged but normal in 
appearance. The upper part of the body of uterus and both appendages were removed. 
This patient was in good health two and a half years after operation. 


*Presented by invitation before the New York Obstetrical Society, May 10, 1932. 
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CASE 3.—Russian housewife, fifty-five years old. She has seven living children. 
She entered into menopause five years ago. Her abdomen had always been large, but 
it beeame much larger in the weeks before admission (to Beth Moses Hospital*). She 
had frequency of urination and mild, indefinite pains. On physical examination the 


Fig. 1.—Case 3. Gross specimen of ovarian struma. The photograph was taken from 
a museum specimen after some shrinking had taken place. The dark central portion 
consists of thyroid tissue with compact bone. The whole specimen, even the wall of the 
large uncharacteristic cysts, is thyroid tissue also. 


Fig. 2.—Case 1. Ovarian struma. Gross specimen. Photograph taken from a water- 
color. The area which is the shape of a figure-of-eight near the attachment of the liga- 
ment, is typical thyroid tissue and has a very high iodine content. The glistening round 
masses are mucin; the remainder is solid tumor. 


*This specimen was given to me by the late Dr. Kwartin. 
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abdomen was found full of ascites. At the same time a large, soft, movable, not tender 
mass was found. The clinical diagnosis was ovarian cyst. 

At operation a right-sided ovarian cyst was found, together with a large amount of 
ascitic fluid. No follow-up notes on this patient are available. 


MORPHOLOGY 


All three specimens have the character of ovarian teratoma. They con- 
tain different tissues, as for instance, bone, nervous tissue, mucinous 


Fig. 3.—Case 1. Nervous tissue in ovarian struma. The thyroid character is evident. 
Thyroid goiters do not contain nerves. The presence of the nervous tissue indicates the 
teratomatous character of ovarian struma. 


Fig. 4.—Case 3. Dense bone with typica! thyroid tissue in the marrow spaces. The bone 
is a sign of the teratoid character. 

glands. In all three specimens pseudomucin was absent, and there were no 
histologie signs of ovarian cystoma. Cystomas are very frequent in the 
ovary and very often found together with dermoid eysts. It therefore is 
not astonishing to find a eystoma and a teratoma, as for instance the 
ovarian struma, in the same ovary. This is coincidence. 

The gross specimens will not be deseribed in detail since such deserip- 
tions are abundant in the literature. In the second and third cases almost 
the entire tumor consisted of thyroid tissue. This is often the case in large 
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specimens (Fig. 1). It is assumed that the thyroid tissue for some un- 
known reason has grown and has destroyed the other tissues by pressure. 
In the first case there was an unusual feature about the gross specimen ; 
namely, large, gray, solid areas, and large mucinous (not pseudo- 
mucinous) areas (Fig. 2). 

In the microscopic description also we do not intend to repeat the state- 
ments of other authors, but we want to dwell on unusual features only. 
Aside from the ordinary structure of colloid goiter, histologic pictures 
were encountered which are found in the thyroid gland, some of them 
frequently, some rarely. Papillary portions are often seen in goiter, and 
epithelial bolsters with high cylindrical cells. We are accustomed to see- 
ing nerves in the teratoid dermoid cysts of the ovary, but it is a striking 


Fig. 5.—Case 1. Mucicarmine stain. Ovarian struma. Several follicles are filled 
with thyroid colloid. It appears homogeneous. One large follicle is entirely filled with 
mucin. It appears darker and filamentous. The medium large follicle at the edge of the 
picture is mostly filled with mucin, but its outer portions are occupied by thyroid col- 
loid. This definitely proves that the mucin is produced by the thyroid adenoma itself. 
picture to see thick nerves in a goiter nodule, as they were found in two of 
our specimens (Fig. 3). The same applies to the bone tissue so often en- 
countered in dermoid eysts of the ovary. In our third specimen the thy- 
roid tissue is growing in the spaces of very dense bone, filling them in the 
fashion of bone marrow (Fig. 4). 

The production of mucin deserves special consideration. In our first 
specimen mucinous glands were found. This is nothing unusual. The 
upper respiratory tract very often is represented in dermoid cysts, and 
mucinous glands similar to those of the trachea are frequently found. 
Large masses of true mucin, however, do not belong to the picture of a 
dermoid cyst of ovary. The mucus found in our first specimen probably 
does not come from the oceasional mucinous glands. It is a product of the 
solid tumor which is found together with the thyroid tissue. We talk 
about true mucin only when the histochemieal reaction for mucin has been 
definitely positive (mucicarmine stain). Astonishingly enough, mucin 
was found in typical thyroid follicles, and typical thyroid seeretion was 
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found together with true mucin within the same follicle (Fig. 5). In the 
operative material of New York City, mucin in a goiter is something un- 
heard of. In goiter countries like Switzerland, for instance, mucinous 
change has been found in congenital goiters.* 

The thyroid tissue, the mucus producing portions, and carcinoma-like 
solid tumor were found side by side and even intimately mixed (Fig. 6). 


Fig. 6.—Case 1. Thyroid tissue mucin (the white area), and trabecular carcinoma are 
intimately mixed in the tumor. 


‘ 


Fig. 7. 


Case 1. Higher magnification of the solid tumor. Trabecular and tubular 
growth. 


The character of the solid malignant tumor again points in the direction 
of young thyroid tissue. It resembles the tubular and trabecular struma 
of Masson,® which is found in young people chiefly (Fig. 7). The simi- 
larity of the tumor in our Case 1 with the pictures of trabecular adenoma 
of thyroid is striking. 

From the foregoing it is evident that ovarian struma, not only in the 
common features, but even in unusual ones, morphologically behaves like 
true thyroid tissue. . 
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CHEMISTRY 


The thyroid gland differs from all other organs by its high iodine eon- 
tent. The iodine figures of analyses of thyroid vary. Nevertheless the 
order of magnitude always is different from the figures for the iodine 
content of any other organ. This applies as well to malignant tumors, 
which, under certain conditions, may store iodine given by mouth. 

The literature contains few reports on the iodine content of ovarian struma. Robert 
Meyer* in 1903 found 0.014 mg. of iodine per gram of dried ovarian struma. Neu’ 


Fig. 8. Fig. 9. 

Fig. 8.—Tadpoles fed with material from Case 2. Upper row, four tadpoles fed with 
ovarian struma which contained iodine. The animals have well developed hind legs, 
their body and head begin to be frog-like. Their tails are thin. Lower row, four control 
animals from the same egg ball. They have only small buds in place of the hind legs. 
Their tails are large and broad, their body and head are regular in shape. 

Fig. 9.—One tadpole fed with ovarian struma from Case 2, together with one control. 
in 1911 found 0.02 mg. Schauta* in the same year reported positive iodine findings 
without giving figures. There are a number of negative iodine findings. The authors 
have expressed different opinions as to the meaning of positive or negative iodine 


findings. 

Our three specimens have been examined for iodine according to the 
method of Kendall and Richardson® by our chemist, Dr. Ella H. Fishberg. 
All analyses were done repeatedly and with controls. The thyroid-like 
portion of Specimen I contains more iodine than any ovarian struma ever 
examined. The figure of 0.673 me. of iodine is in the order of magnitude 
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of thyroid and not of any other organ. The malignant portions of the 
same specimen contain a very small amount of iodine only. The second 
specimen contained 0.025 mg. of iodine, which is still above the range of 
any other organ. In the third specimen, on repeated analysis, no iodine 
could be found. As shown in Chart 1, fluid from the ovarian cysts, and 
malignant tumors of breast as well as of ovary were examined with the 
same technic, and were found free or nearly free of iodine. 

Thus the chemical examination proves the thyroid character of ovarian 
struma. 


TABLE I. THE IODINE CONTENT OF OVARIAN STRUMA COMPARED WITH THAT OF OTHER 
TUMORS AND ORGANS 


MG. OF IODINE PER 100 GM. 
OF DRY SUBSTANCE 


Normal thyroid 1.8 
Normal thyroid 2.3 
Case 1. Thyroid-like portion 0.673 
Case 1. Carcinoma-like portion 0.004 
Case 2. Struma ovarii 0.025 
Case 2. Cyst fluid from other ovary 0 
Case 3. Struma ovarii 0 
Cancer of breast 0 
Cancer of ovary 0.004 


PHARMACOLOGY 


Reid Hunt’ has discovered a pharmacologic test for thyroid. He found 
that the feeding of thyroid under certain precautions protects mice from 
acetonitril poisoning, while it makes rats more susceptible. The astonish- 
ing fact that the two closely related animals behave in an opposite way 
renders this test especially accurate. The test is carried out in the fol- 
lowing way. Young rats which have been kept on a constant diet are fed 
with the substance which is to be examined for its thyroid action. After 
a certain time an injection of acetonitril is given in different dosages, and 
the lethal dose is determined. The lethal dose for untreated animals must 
be determined in a large number of rats or mice beforehand. 

It is unknown why thyroid feeding has this effect upon the splitting of 
the acetonitril molecule. Acetonitril poisons by giving off hydrocyanie 
acid. The technical details of the animal experiments have been described 
elsewhere.!! The material from Case 1, with the very high iodine content, 
had all been used up for microscopic and chemical examination. The posi- 
tive results obtained in the acetonitril tests thus represent minimum 
figures. We should have expected still more striking results if we had had 
the material with the highest iodine content available for feeding. Ma- 
terial from Case 2 fed to mice in different series of experiments with con- 
trols for every single series protected the mice from the acetonitril poison- 
ing to a considerable degree, as shown in Fig. 10. Correspondingly, the 
rats fed with the same material succumbed to a lower dose of acetonitril 
than the untreated control animals (Fig. 11). The tumor material from 
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the first specimen, which had a very low iodine content, showed only a very 
slight thyroid effect in the acetonitril tests. The iodine-free material from 
Case 3 had no effect. 

These experiments show that ovarian struma has the pharmacologic 
effect of thyroid in proportion to its iodine content. 


ACETONITRIL TESTS 
WiTH OVARIAN STRUMA 
MICE 

1 

\ 

Surviving 
None 


2 %y Sy, Ye Vo % Se 
of the lethal dose of Acetonitril 


= Untreated mice (controls) 
—-—-—- « Mice fed with iodine-containing Ovarian Struma 
SRE me = Mice fed with normal thyroid 


Fig. 10.—All of the mice fed with the iodine-containing ovarian struma survived a 
full dose (4/4). More than half of them survived 1% times the dose (6/4). Some sur- 
vived even the double doses (8/4). The curve for the mice fed with the ovarian struma 


and the curve for the mice fed with the normal thyroid are to the right of and above the 
curve for the control animals. 


AceTonitait Tests 
WITH OVARIAN STRUMA 
All = RATS 
Surviving 

aN 
1\ 


of the lethal dose of Acetonitril 
= Untreated rats (controls) 


—.—.— = Rats fedwith iodine- containing Ovarian Struma 
= Rats fed with normal thyroid 


Fig. 11.—None of the rats fed with the ovarian struma survived a full dose (4/4). 
Even after 3/4 of the dose, only a minority survived. The curves for the rats fed with 


ovarian struma and the rats fed with the normal thyroid are to the left of and below 
the curve for the control animals. 


BIOLOGY 

Gudernatsch'’ in 1909 found that tadpoles rapidly develop into minia- 
ture frogs when they are fed thyroid. He and his coworkers in innumer- 
able, painstaking experiments have determined the tadpole effect of the 
different organs and of many chemical substances. Thus, thymus feeding, 
for instance, makes tadpoles large but prevents, or at least retards, meta- 
morphosis, while other organs, like liver and musele, are indifferent. But 
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thyroid feeding stands out as the only feeding which can hasten the meta- 
morphosis of the tadpoles considerably. Since there are biologie varia- 
tions in the development of larvae like tadpoles, many control experiments 
are necessary if one wants to have reliable results. In our tadpole experi- 
ments also unfortunately we did not have the material from Case 1 with the 
highest iodine content available, but the results with the material from the 
second case are striking enough. Many of the tadpoles used for the experi- 
ments were photographed in order to have permanent records. Figure 8 
shows four tadpoles fed with dried material from Case 2 together with four 
control animals from the same egg ball. The control animals received 
potassium iodide in their food corresponding to the amount of iodine which 
the other animals received in the ovarian struma they were eating. The 
animals fed with ovarian struma (upper row of Fig. 8) are smaller than 
the others; they have distinct hind legs; their tails are smaller. The shape 
of head and body in some of them is already frog-like. The material from 
the solid portions of Case 1, which contained very little iodine, and the ma- 
terial from Case 3, which contained no iodine, gave negative results in the 
tadpole tests. Control experiments with carcinoma of ovary were negative. 

These tests prove that biologically also, ovarian struma must be con- 
sidered true thyroid tissue. In conclusion therefore we may assume that 
ovarian struma morphologically, chemically, pharmacologically, and bio- 
logically is true thyroid tissue. 
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ABSTRACT OF DISCUSSION 


DR. ROBERT T. FRANK.—-Dr. Plaut is to be congratulated on having found three 
struma ovarii out of the 70 which have been reported in the literature, and likewise for 
having given the final proof by his pharmacologic work to the statement that Pick 
made that these were true thyroid tumors. 

These tumors are also of interest from a clinical point of view. I have had the op- 
portunity of seeing two, the first one in which an ovarian tumor showed this honey- 
combed appearance with golden-yellow content forming practically the entire tumor 
with the exception of a small narrow piece of bone to which a tooth was attached. No 
other struma structures were found. The second patient was operated upon fifteen 
years ago. A large portion of the tumor appeared to be carcinomatous and yet the 
patient has remained well. In the literature, as far as I know, there has only been one 
ease in which metastasis occurred. Therefore the carcinomatous portion of such a thy- 
roid struma need not be considered unduly disquieting to the clinician. 

Another point of interest is the fact that in many of these cases ascites is found and, 
therefore, when ascites is present and when the pathologist reports ‘‘ carcinomatous 
areas,’’ the clinician is naturally much worried, but I feel that he should be reassured. 
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DR. G. L. MOENCH.—TI have seen three of these eases. We tested for iodine in all 
of them, but could not obtain even a trace. One of them was a serous cyst and two of 
them were dermoids; that is, to a small extent. The last one was particularly interest- 
ing because in this patient there were symptoms pointing to hyperthyroidism, but we 
did not evaluate them properly, because with an ovarian cyst ordinarily you do not 
think of a thyroid tumor. She had tremor, irregular heart action, palpitation, and the 
blood pressure was higher before than afterwards. 


DR. 8S. H. GEIST.—Apropos of the case that Dr. Moench just mentioned, there is. 
the well-known ease in Frank’s book in which the patient was operated upon for what 
turned out to be a struma ovarii. She had the classical hyperthyroid symptoms and 
following operation the patient was well. I believe, in spite of the report of but 70 
eases of struma ovarii in the literature, that the condition must be more frequent. As 
Dr. Plaut has said, in the teratomas, and often in what we call dermoids, small areas 
of thyroid tissue, or thyroid-like tissue, are very common. There is not any question 
that a great many of these adenomatous areas may simulate thyroid structure, and 
without such convincing proof as Dr. Plaut has adduced one could not be sure that they 
are thyroid tissue. Nevertheless, morphologically they present all the evidences of 
thyroid. There is not any reason why there should not be thyroid in dermoids or 
teratomas, and there is not any reason why they should not undergo carcinomatous de- 
generation. We know in teratoma there are commonly carcinomatous areas. In the 
follow-up in most of the cases of struma ovarii in the literature, it has been found that 
the patients remain well after what seems to be malignant degeneration. That does not 
follow in teratoma in which true malignancy in the intestinal or respiratory tract takes 
place with a great tendency to recur. 


DR. PLAUT (closing).—I do not know if Kovaes’ case is identical with the one 
mentioned in tie literature, where seven years after operation for ovarian struma ab- 
dominal carcinoma was found. Despite the many reports on the benign character of 
ovarian struma, I think it would be well to watch these patients carefully for longer 
than the usual five year period. 

The reports of the two patients in which symptoms of hyperthyroidism disappeared 
after extirpation of ovarian struma are very interesting. Unfortunately, there is one 
report about symptoms of hyperthyroidism appearing after removal of an ovarian 
struma. Thus, we must be careful in our interpretation of clinical signs no matter how 
suggestive they may be. 

Dr. Moench referred to a case in which there was a serous cyst in the ovary, which 
leads to refer to another point of morphology. The ovarian struma has nothing to do 
with the cystadenoma, either the pseudomucinous or the serous type. We have talked 
about mucin in the ovarian struma, not about pseudomucin. The dermoid cyst of the 
ovary and the cystadenoma also have no direct relation to each other. They are often 
found combined, simply because they are both frequent diseases. Thus, in Dr. Moench’s 
specimen there must have been an ovarian struma and a cystadenoma independent of 
each other. 

I do not want to leave the impression with you that many specimens of ovarian 
struma contain carcinomatous elements; on the contrary, only a minority of them do, 
and most specimens histologically are benign. In the older literature you will find 
statements that ovarian struma is malignant. It is not. 

In a large number of reports about ovarian struma, the bean shape or kidney shape 
of the tumor is mentioned. This cannot be accidental—it has been observed too often. 
This peculiar shape may be helpful in clinical diagnosis, notably when it is combined 
with ascites in a patient who does not give the impression of being a cancer patient. 
Therefore it might be possible occasionally to make a clinical diagnosis of ovarian 
struma. It would be very interesting to do a metabolic test on such a patient before 
operation and to repeat the test after the effects of the operation have subsided. 
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THE USE OF FOLLICULIN IN INVOLUTIONAL STATES 
Evmer L. Sevrinenaus, M.D., Mapison, WIs. 


(From the Department of Medicine and the Wisconsin General Hospital, University 
of Wisconsin) 


S A RESULT of the production in commercial amounts of folliculin, 
the hormone from the graafian follicle, considerable numbers of 
women have been relieved of the discomforts and disabilities incident to 
the menopause. In previous reports the results obtained in the common 
vasomotor disturbances have been cited.’:* The similarity of some meno- 
pausal syndromes to thyrotoxicosis has been described and the symp- 
tomatic relief with follieulin has been demonstrated.* It is the object 
of the present communication to report the success attained when similar 
treatment was given to a series of women who demonstrated chiefly the 
psychie and nervous phenomena that are commonly associated with the 
involutional state. 

Manifestations of the climacteric are protean in type. The nervous 
system, central and peripheral, the vascular, glandular, digestive, and 
reproductive systems are frequently disturbed during this period. Con- 
sequently it might be thought that an attempt to relate all these dis- 
turbanees to a single fundamental change in function would be futile. 
The problem is no more impossible than the now accepted unitary ex- 
planation of the many pathologie processes seen in the study of a series 
of diabetics. In neither case has a complete chemical or physiologie 
mechanism been even suggested to explain the problems. But in the ease 
of both diabetes and the menopause it has been the preparation of fairly 
pure hormone materials of standardized potency which has made the 
unification of thinking possible. In using therapeutic results as evidence 
for the nature of disease caution is necessary. Hormones can be shown 
to have effeets which are useful therapeutically even though there is no 
evidence that a deficiency of the hormone existed before treatment be- 
gan. Nevertheless the results from the use of folliculin have been so 
gratifying in scope as well as in frequency of response that they suggest 
to the author a replacement therapy for graafian follicle deficiency. 

No listing of all possible symptoms of the menopause will be made. It 
is of interest to note the frequency of a few of the commoner features. 
For this purpose a series of 32 case records is available. These have 
not been included in the previous studies mentioned. They were all ex- 
amined by the author, and the inquiry as to symptoms as well as judg- 
ment about such matters is therefore fairly uniform. None of the pa- 
tients included was psychotic to the extent that she had been considered 
for commitment to any psychiatric institution. A number were studied 
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as menopause cases in spite of the existence of some other complaint that 
led to hospitalization. 

Half the group, 16, noted paresthesias such as tingling, pruritis, for- 
mication, or numbness of extremities. Insomnia was reported by 19 as a 
distressing factor, which had not been present previously, and for which 
there was no other evident cause. It seems especially characteristic of 
this insomnia that the woman will sleep well for the first few hours, and 
waken between 2 and 4 a.m., to fall asleep again only after a long pe- 
riod of sleeplessness. This feature is variable, of course, but the morn- 
ing wakefulness is far more striking than the inability to fall asleep when 
first going to bed. 

There were 17 cases in the group of 32 who gave definite histories of 
psychotie features which had developed during the period of disturbed 
menstrual rhythm. The complaints ranged from increased ‘‘nervous- 
ness’’ to the typical involutional picture including despondency, sub- 
jective inadequacy for the usual tasks and responsibilities, emotional 
lability, suspicious attitudes, and frequent contemplation of suicide. 
Of this group only two had consulted a psychiatrist. None had pro- 
gressed to an intensity of symptoms which required institutional man- 
agement. Usually the process had continued for a matter of weeks to 
months when the patients were first seen. 

A ease summary will serve to illustrate the problem as it is presented 
to the family physician. 

Mrs. S. noted beginning irregularity of menses at the age of forty-three. Her 
family were very much concerned about her mental condition because of failing 
memory, continuous worrying, and despondency with suggestions of self-destruction. 
She was working as a telephone operator, and her changing mental attitude made it 
seem that she would have to stop the work which helped support the family. In- 
quiry showed that she noted vertigo, weakness, hot flashes, paresthesias, and was 
much troubled with insomnia which had not previously been a problem. This woman 
was given small doses of folliculin by injection, and noted improvement at once. 
After two months it was found possible to discontinue the treatment entirely. Menses 
became regular again and no treatment was required for 12 months. <A second attack 
was recognized promptly. Treatment was limited to theelol, 0.2 mg. or 100 units, 
twice daily, by mouth. Relief was complete within a few days and after four weeks 
the drug was omitted without return of the symptoms. There is reason to believe that 
she will again require assistance when the menopause once more begins to show symp- 
toms. 

In the therapeutic program the two items regularly used have been 
psychotherapy and the use of folliculin. The psychic approach hardly 
merits a name, for it has consisted simply of explaining to the patient 
the nature of her difficulty. The dependency of the mental picture on 
the physical change which she can recognize has been described briefly, 
and then the woman has been assured that this mental disturbance is 
temporary. Assurance is given that no permanent psychosis is to be ex- 
pected. The similarity to marked fatigue has been suggested. The com- 
plaints of inadequacy for the usual tasks and responsibilities have been 
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ignored. Occasionally the patient has been told that the inability is 
purely subjective and temporary. It has not seemed necessary to as- 
semble objective evidence or testimony of others that the woman is still 
doing her work well. This sense of inadequacy has become a minor mat- 
ter when a rational attitude to the whole climacteric was secured. The 
morbid thinking about suicide is frequently not volunteered by the pa- 
tient, of course, but when tendencies to despondency are mentioned a 
direct question about the matter of self-destruction has frequently 
elicited prompt admission of these thoughts. As a consequence of casual 
mention of this tendency in the resulting discussion, it is evident that 
ereat relief has been given the patient when she realizes that the suicidal 
problem is a part of this climacteric change. There has been no reason 
to suppose that casual approach to this feature has caused any resent- 
ment or started any morbid thinking when such thoughts had not been 
previously recognized by the patient. To experienced psychiatrists this 
matter of rationalizing the involutional state with the patient is nothing 
new. But it is distressing to realize that the general practitioners of 
medicine, young and old, are not aware of the desirability of such friendly 
approach to a problem that oceurs chiefly in general practice. Even 
when hormone therapy is not used this psychic approach is available, 
and its value, not easily measured, is obvious when onee tried. 

It must be admitted that the success of the conversational method has 
been supported by the assurance of physical relief with the administra- 
tion of follieulin. From the results here reported it would be difficult 
to decide just which symptoms are amenable to one and which to the 
other part of the therapeutic program. But in those cases where the use 
of the medication has been interrupted patients have quickly convinced 
themselves that the hot flashes, insomnia, paresthesias, and despondency 
are relieved by the folliculin, not by the doctor’s words. Of the 17 pa- 
tients with psychotic manifestations, the use of the follicular material 
has been carried out with 15 for a long enough time to see results. The 
results were distinctly questionable in two, but the other 13 showed un- 
doubted improvement within a few days. Several of these have been 
followed for periods of 8 to 21 months to insure that results were being 
maintained so long as the treatment was continued regularly. Hot 
flashes and paresthesias are usually the first symptoms to disappear. In- 
somnia has been reduced almost as quickly. The patients have become 
cheerful again, been able even within a matter of a week or two to con- 
sider the former attitude with a smile, and in two cases have been able to 
resume occupation which members of the family were considering im- 
possible due to the mental instability. 

The most unsatisfactory cases to manage have been those women in 
whom it is evident that a long standing vasomotor and emotional in- 
stability has existed, since long before the menopause. Failure to secure 
complete relief from the various discomforts which such women com- 
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plain of is not surprising. Sometimes these patients have denied that 
any marked relief was obtained, but they have nevertheless continued to 
purchase the commercial folliculin preparation recommended even 
though expense was an important item. Continued use of hypodermic 
or vaginal suppository medication in spite of these disagreeable features 
may also be taken as evidence of subjective relief. 

The age range of this group of cases is from thirty-two to fifty-six 
years. There are 10 cases aged forty-one or less, of whom special men- 
tion is required. Artificial menopause had occurred in 6 of this sub- 
group. One other was thought originally to be thyrotoxic, and her case 
resembles those reported previously.*. The remaining 3 should ap- 
parently be considered as examples of hypofunetion of the ovaries, 
rather than as menopause cases. No clinical criterion can be suggested 
for this differentiation, but the ages, (thirty-two, thirty-three, and forty) 
made the true climacteric questionable. Menstruation was irregular, 
regular, and absent, respectively, in these three patients. The symp- 
tomatie picture was so typically involutional that a therapeutic trial of 
folliculin was made and was followed by success of a surprising degree. 
In two patients regular menstruation has been reestablished. One of 
them prefers to believe that her difficulties can not be associated with the 
menopause but must be psychogenic in origin. But she returns to the 
use of folliculin repeatedly when she attempts to do without it. 

The manufacturers of the different preparations of follieulin have ad- 
vised the use of daily doses as high as 200 units. A not uncommon attitude 
has been to suppose that if a little helps, more would be still better. The 
author’s experience leads to recommending an upper limit of about 40 
units per day in the treatment of the menopause. The reasons are not 
so much the cost of the material, but the unfavorable action of larger 
doses. Overdosage has caused the reappearance of menses in one truly 
menopausal woman, has provoked menorrhagia and increased dysmenor- 
rhea in an early menopausal patient, and a single dose of 50 units pro- 
dueed in still another woman a violent and persistent hot flash with great 
discomfort, although this was followed by freedom from such symptoms 
for two days. Conversation with clinicians who have failed to secure 
benefit from the folliculin treatment in cases with involutional psychosis 
has revealed the fact that very large doses were being employed. It is 
possible that the failure was due to the excessive dosage. Small doses 
seem worth considering also for the treatment of younger patients, since 
it appears that excessively large doses are apt to lead to ovarian atrophy. 
This may be brought about by the inhibitory action of the large doses of 
folliculin on the anterior pituitary function, with a secondary lack of 
pituitary stimulation to the ovaries. In view of these experiences and 
since there is no known method of estimating the required dosage in ad- 
vance, the therapy in these cases has been earried out by the use of 10 
to 25 units at one time, given once or twice daily. Theoretically the more 


¥ 
Pa, 
a 
=A 
"a 
Py 
= 
4 
q 
5 
er 
& 


SEVRINGHAUS: FOLLICULIN 365 


frequent small doses are undoubtedly better than larger and less fre- 
quent ones.* 


The patients with artificial menopause have been the most difficult to 
free from symptoms by folliculin therapy. The difficulty has been met 
in part by the use of somewhat larger doses. Evidence for this more re- 
fractory nature of the symptoms in patients with an artificial menopause 
is the longer interval required after the beginning of treatment before 
there is evidence of improvement. Usually this interval does not exceed 
two days, but it has been as long as two weeks in the radiated or operated 
eases. Early failure or lack of result from small doses need not lead to 


abandonment of the treatment, but should call for persistent use of 
moderate doses. 


The refractory nature of the artificial menopause is illustrated by the case of 
Mrs. H., aged thirty-six. Menstruation began at age fifteen, and was regular every 
twenty-eight days, duration five days. There are two children, For reasons un- 
known to us appendectomy done at age twenty-six was accompanied by removal of 
both ovaries and tubes. There has been no menstruation since, but the patient has 
complained of hot flashes, frequent attacks of irritability and weeping, weakness and 
vertigo, headaches, amblyopia, and scotomata. At age thirty-four an operation for 
adhesions was performed. Since then there have been palpitation, burning and 
gnawing epigastric pains not relieved by food, variable appetite with frequent nausea 
and vomiting. She complained of constipation but had mucous stools. She has re- 
cently been continually discouraged and despondent. Physical examination showed 
nothing unusual except a soft systolic murmur at the apex, disappearing on arising, 
blood pressure 122 systolic, 88 diastolic, general colonic tenderness, and a palpable 
thyroid isthmus. Laboratory data were of no significance. Relief from the diges- 
tive symptoms was partial following the use of bland diets and belladonna. Fol- 
liculin was administered in 10 unit doses (amniotin) twice daily for ten days. Re- 
lief from the numerous complaints was definite but far from complete. Change to 
use of 25 units once daily (theelin) gave slightly more relief. The patient insisted 
on discharge because of the cost of treatment. Report by mail subsequently showed 
that there had been practically a complete relapse at home, since she was unable to 
pay for the expensive medication. During the hospitalization omission of the medi- 
cation for one day had allowed a return of frequent hot flashes and of depression. 
The refractoriness of this case is appreciated only by comparison with the prompt re- 
lief obtained in the ease deseribed above and in those previously reported.” * 

Mrs. E., aged forty, had been diagnosed as suffering from cervical carcinoma 
(biopsy) and had radium implantations in June and August of 1928, followed by 
deep radiation in October and January. In January, 1929, acute symptoms led to 
appendectomy and hysterectomy in another hospital. She was treated for pyelitis 
and cystitis from July to November, 1929. In September of this year she first re- 
ported hot flashes, palpitation, gas pains and nausea. Postoperative hernia repair 
and hemorrhoideetomy were done in February, 1931. April 30, 1931, she reported 
for treatment because of insomnia, hot flashes, paresthesias, depression and con- 
templation of suicide. Pelvie examination revealed vaginal and cervical atrophy and 
rectal spasm. Rectal dilatation was done. At this time folliculin was begun in doses 
of 10 units daily (amniotin). After 5 weeks she reported that she was still having 
one or more hot flashes each day, but sleep was improved, and the depression was 
greatly relieved. She began to note that her feet always ‘‘felt heavy’’ since using 
the therapy. The treatment was changed to 20 units daily (theelin), and the report 
in one month was that she continued to improve but still noted about one flash per 
night. Return to the-use of 10 units of amniotin for the third month was followed 
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by still more marked improvement. She felt her best during the first hours after 
the morning injection. Relief was so complete that she desisted from the treatments 
after two more weeks. This was in spite of the furnishing of the medication by a 
charitable group. The visiting nurses who had observed the patient for many months 
were amazed at the change in personality. The patient returned to work in a beauty 
parlor and was able to assume most of the support of her four sons. 

Four months later she returned because of recurrent vertigo, ‘‘nervousness,’’ hot 
flashes, and insomnia. The urinary tract was also showing signs of inflammatory re- 
action. She was started on the use of folliculin orally, using progynon tablets. Re- 
lief of symptoms has again been definite while taking 30 unit tablets twice daily. 
(This dose is approximately equivalent to 6 units hypodermically, judging from the 
use of the material in castrate rats in this laboratory.) This patient has evidently 
had an artificial menopause induced by radiation, with symptoms appearing slowly 
as often occurs. The vasomotor and psychic disturbances were no more intense than 
in a number of the spontaneous menopausal cases included in this series, but the 
duration of the treatment necessary to obtain relief from symptoms is strikingly 
greater than that usually observed. Not all the artificial cases have been so refrac- 
tory, but the only refractoriness has been in the artificially induced menopause eases, 
so far as the author’s experience goes. 


This observation about the relatively refractory nature of the artificial 
menopause leads to speculation about the mechanism involved. It is evi- 
dent from animal work that the anterior pituitary exerts a stimulating 
activity upon ovarian development and activity. Likewise the ovary ap- 
pears to exert a depressing effect on the anterior pituitary, thereby ob- 
taining a dynamic equilibrium. The preliminary results from Fluh- 
mann’s clinical material® suggest that the menopause may be accom- 
panied by excessive activity of the anterior pituitary. It may be in 
keeping to suggest here that the vasomotor manifestations of the meno- 
pause, at least, might be due to pituitary overactivity. This may be of 
the anterior lobe, or perhaps associated disturbance of the posterior 
portion might also be excited. Certainly disturbed or decreasing activity 
of the ovaries cannot be directly charged with the disturbances, since the 
symptoms of the menopause occur in most marked form and for periods 
of years after complete castration. The longer duration and the greater 
difficulty in management of the artificial menopause cases might be ex- 
plained by assuming natural tendency of the anterior pituitary to reach 
a senescent stage of reduced activity in the fifth or sixth decades. If the 
pituitary and ovarian activity decline together, an uncomplicated 
climacteric would be anticipated. If the pituitary declined prematurely, 
the picture would be that of the premature but quiet menopause. But if 
the pituitary outlasts the ovaries the picture will include the various 
clinical manifestations usually associated with the disturbed menopause, 
i. e., vasomotor, neurological and psychie instability. These speculations 
will become susceptible of test as the methods of assay for ovarian and 
pituitary hormones in normal blood are elaborated. Progress in this 
technic is slow, in this laboratory as in others. At present it ean at least 
be said that the above hypothesis is not inconsistent with known facts 
from the animal work which has been reported in the past decades. 
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Direct eivdence that the pituitary factor per se is a cause of at least 
the vasomotor symptoms may be near at hand. Several patients have 
recently been treated in this hospital with follutein, because of amenor- 
rhea or of sexual infantilism. Some of them have reported the disturb- 
ances resembling hot flashes, occurring within the first hour or two after 
the hypodermie injections. Follutein is a preparation from the urine of 
pregnant women, made in the laboratories of E. R. Squibb and Sons. It is 
known by animal tests in the laboratory of the manufacturer and in this 
laboratory likewise that follutein contains factors resembling or identical 
with the anterior pituitary materials which stimulate follicular growth 
and also luteinization. Details of these studies will be published shortly. 

Incidentally it may be mentioned that in the present series of 32 cases 
only 13 are obese. A few of these have evidently been obese since before 
the climacteric was approached. The common clinical tendency to as- 
sociate obesity with the age of the menopause is by no means always 
justified. There may of course be more than an incidental connection. 
The work of Smith® demonstrates the obesity which follows disturbance 
in the hypothalamic region in rats. It is not improbable that the result 
of castration or of the spontaneous menopause may be an uninhibited 
activity of the anterior pituitary with consequent disturbance in the 
neighborhood just sucient to affect this ‘‘ obesity center’’ in some eases. 
Again there are only 10 of these 32 cases with hypertension, illustrating 
the inconstant tendency to this manifestation of the menopause. Al- 
though the association of hypertension with the pituitary gland is less 
certain than that of the gland and obesity, the variable picture sketched 
above may be of significance here also by posterior pituitary disturb- 
ances. It is not to be forgotten that the involvement of the adrenal 
cortex in the gonad hormone system may probably have to be reckoned 
with in the blood pressure problem. 

The preparations of folliculin employed have included amniotin and 
theelin. The former has been used with equal success in hypodermic in- 
jections or in the vaginal suppositories. The choice has been made on 
the basis of convenience to the patient. Grateful acknowledgement is 
made to the laboratories of the E. R. Squibb and Sons Company and to 
Parke, Davis and Company for the supply of much of the amniotin and 
theelin respectively which has made possible this study. Exactly similar 
results have been obtained more recently using theelol. 


SUMMARY 


In a series of 32 menopausal cases hot flashes occurred in all, paresthe- 
sias in 16, insomnia in 19, and psyechotie pictures in 17. Obesity was 
found in only 13, and hypertension in 10. Of this series 6 had artificial 
climacteric produced by radiation or surgery, and there were 3 patients 
with a spontaneous premature menopausal picture, possibly to be con- 
sidered as ovarian insufficiency. 
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The use of simple psychotherapeutie procedures and small doses of 
folliculin daily or oftener has been found very helpful in the psychotie 
cases as well as in the simpler vasomotor types and the pseudothyrotoxie 
types previously reported. Disadvantages of large doses of the hormone 
are pointed out. The refractory nature of the artificial menopause leads 
to a discussion of the possible relationships of the pituitary and the 
ovaries at the age of the climacteric. 
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RADIATION THERAPY IN GYNECOLOGIC MALIGNANCY* 


Ira I. Kapian, B.Sc., M.D., New York Crtry 
Director Division of Cancer, Department of Hospitals. Visiting Radiation Therapist, 
Bellevue Hospital 


(From the Gynecological Service, and the Radiation Therapy Service, Bellevue 
Hospital) 


O CARRY out properly the procedure which is necessary to ir- 

radiate gynecologic conditions efficiently the radiation therapist 
must be a elinician and have available a standardized x-ray apparatus 
and a sufficient amount of radium energy. The therapist must be 
thoroughly familiar with the physical and biologie factors of radiation 
therapy, for it is often essential to choose what form of irradiation will 
be suited to any one case. In a general way we have found it more 
advisable to use the x-ray (1) for palliative treatment; (2) for curative 
treatment where large areas must be irradiated; (3) in cases where in- 
accessible lesions are present; and (4) in conjunction with radium 
therapy and surgery. Radium, on the other hand has proved most use- 
ful (1) for local or surface application; (2) for intraorificial or intra- 
tumoral treatments; and (3) as a distanee pack where large quantities 
of radium are available. 

On account of the economic status and the type patient referred to a 
free municipal hospital it has not been feasible to obtain completely 
satisfactory follow-up records. In many instances the patients never re- 
turn to this clinie and no trace can be found of them at their given 
address. 

The present discussion is concerned with the malignant gynecologic 
conditions we treated in 280 primary malignant cases during 1924-1931. 


*Read before the Section of Gynecology and Obstetrics, New York Academy of 
Medicine, March 22, 1932. 
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KAPLAN: RADIATION THERAPY 


MALIGNANCY OF THE VULVA 


In our series this condition is not common and occurred mostly among 
women above 50 years of age. During the past 8 years we have had re- 
ferred to our service only 12 cases, the youngest was 30 and the oldest 
74 years of age. Five women were between 51 and 60 years and 3 be- 
tween 61 and 74 years of age. Only 5 of the women had children 
although 11 were married. Four were widows. Only one single woman 
of 56 years of age was referred for this condition. Two women were 
of the negro race. In 1931, 4 patients were alive and well, 5 were dead, 
and the result in 3 cases was not known. 

Treatment in all cases consisted of a combination of radiation and 
surgery. Preliminary irradiation of the inguinal lymphatics with high 
voltage x-rays was followed by surgical removal and where possible with 
the high frequency current. In extensive cases, intratumoral treatment 
with radium was earried out, and the remaining growth was removed 
by high frequeney current when the lesion did not respond to irradiation. 


CARCINOMA OF THE VAGINA 


Primary carcinoma of the vagina is a rare condition. We have had 
4 cases, all in white women. Treatment consisted of x-ray irradiation 
of the vaginal lymphaties and local radium therapy to the vaginal 
lesion. Of the four women treated 3 were married, and one was single. 


The youngest was a married woman of 28 years, and the oldest was a 
single woman of 35 years. The others were 36 and 45 years of age. 
Only one had children. Three cases were seen alive in 1929 and one was 
reported dead. 

CARCINOMA OF THE URETHRA 


Urethral carcinoma is occasionally a primary lesion. In our series we 
have had two eases; both were treated by x-ray therapy to the inguinal 
lvmphaties and suprapubic pelvic areas, followed by radium therapy to 
the local lesion. In one ease intratumoral radium was used; in the other 
a loeal application was applied to the surface of the lesion. Both cases 
were widows aged 60 and 67 respectively, and both white women. 
Both cases are alive but in poor condition three vears after treatment. 


CARCINOMA OF THTE CERVIX 


Carcinoma of the cervix has been best treated by irradiation. For the 
past 8 years on the gynecologic service at Bellevue, this method has 
superseded all surgical methods for this condition. Treatment con- 
sists of a combination of x-rays and radium therapy. The x-rays are 
used to control uterine bleeding, suppressing menstruation altogether, 
to irradiate possible adnexal involvement, and the associated lymphatic 
drainage tissues. The cervix lesion is also affected directly by the 
x-rays. The radium technic is a modified form of that in use at the 
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Curie Institute in Paris, as previously described by the writer in 1927.! 
For the past two years we have changed our method somewhat. Fol- 
lowing the usual course of pelvic x-ray therapy, another course is given 
one month after the radium has been applied to the cervix. The second 
treatment of the pelvis by x-rays has been found necessary to take care 
of recurrences and pain which oceurred in many eases which had ap- 
parently completely healed as a result of radium treatment. 

From our experience during the past 8 years we have found this 
method very worth while. A statistical report of our cases treated has 
been given elsewhere.* Since publishing this report we have treated 
29 additional cases during 1931 or a total of 167 cases and our results 
have continuously improved. In cases where the local cervix lesion is 
extensive and cauliflower in appearance, high frequency removal of the 
tumor growth is done to facilitate the application of the radium. In 
all cases treatment by radium is applied to both the uterus and the 
cervix. 

CARCINOMA OF THE UTERUS 


Uterine carcinoma we believe may well be treated by irradiation as 
well as by surgery. Treatment is carried out by x-ray therapy to the 
pelvis, acting on the adnexa and uterine body, and by radium inserted 
into the uterine canal, and, to the parametrium by a vaginal applicator. 
The radium dosage for the uterus itself must be larger than that em- 
ployed for the parametrium, it is applied over a long period of time, 
namely, 5 to 8 days. In advanced eases, or those in which operation is 
contraindicated, palliative pelvic x-ray therapy alone is employed. We 
have felt that irradiation is preferable to surgery in these cases but if 
operative treatment is employed, we advise both pre- and postoperative 
irradiation. 

During the period of 1924 to 1931 there were 54 cases referred to 
the Radiation Therapy Service for treatment. Fifty-three were white 
women, and 1 was a negress. A microscopic diagnosis was made in all 
eases, all of which were of the adenocarcinoma type. Of these, 20 had 
had a previous hysterectomy. One case had a colostomy for obstruction 
and no hysterectomy. Thirty-three were treated by irradiation alone; 
these were patients in whom operation was contraindicated on account 
of serious associated disease or too far advanced local lesion. Of the 
54 cases, 47 were gentiles and 7 were Jewish, 50 were married or 
widowed, 3 were single women, in 1 the marital state was not recorded. 

The youngest was 30 years of age and the oldest 84. Most cases were 
in the 41 to 50 year period. The age grouping was as follows: 

30-40 41-50 51-60 61 and over 
8 23 15 8 

Of the married women 34 had one or more children, and 14 had none, 

3 were not recorded. Twelve are known to be dead, 21 known to be alive, 
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and 21 condition unknown. Of the 21 living patients 11 had had 
hysterectomy and irradiation and 10 had irradiation alone. 


1924— 2 cases—l known dead 2 years after treatment. 

1 unknown, 
1925— 1 case —1 unknown result. 
1926— 4 cases—l known dead 5 years after treatment. 

1 living and fair condition 6 years after treatment. 

2 unknown results. 
1927— 6 cases—1 known dead, living Ist year. 
unknown results after 2 years. 
3 eases living and in good health 5 years after treatment. 
1 known dead 18 months after treatment. 
2 unknown results, 1 of these alive 3 years after treatment. 

3 living and well 4 years after treatment. 
1929— 8 cases—2 known dead, 1 and 2 years after treatment. 

3 unknown results 1 and 2 years after treatment. 

3 living. 2 cases 2 years after treatment, condition poor. 
1930—16 cases—4 known dead 1 year or less after treatment. 

1 known died March, 1932—2 years after treatment. 

3 unknown results. 

8 living. 

2 cases 1 year after treatment. 
6 cases 2 years after treatment, health good. 

1931—-11 eases—1 known dead. 

3 unknown results after Ist year. 


living at present over 1 year after treatment. 


1928— 6 cases 


| 


CARCINOMA OF THE OVARY 


Carcinoma of the ovary when operable is treated preoperatively and 
postoperatively by x-rays. In our opinion the best results are achieved 
when the bulk of the tumor growth and adjacent tissues are removed 
following preoperative irradiation. In cases where ascites is present, 
the ascitic fluid is withdrawn before irradiation. In advanced cases 
palliative x-ray therapy to the pelvis is indicated, and in some instances 
we have seen a previously inoperable case become operable to such an 
extent as to allow for removal of the bulk of the tumor growth. Further 
irradiation with x-ray therapy has ameliorated the condition sufficiently 
to permit a comfortable existence. During the period 1924 to 1931, there 
were 30 cases treated, 26 by operation and irradiation and 4 by irradia- 
tion alone. The youngest was 11 and the oldest was 65 years of age. 
There was one ease of a girl of 15 years of age. The grouping of cases 
according to age was as follows: 


11-40 41-50 51-65 
There were 19 married, 9 single and 2 cases in which the marital state 
was not stated. Of the 19 married women, 12 had children and 8 had 
no children. There were 3 patients of the Jewish faith. Twenty-eight 
were white and 2 were colored patients. The results are as follows: 
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Nine are known to be dead, and 7 living and well at present, all having 
been treated by irradiation and surgery. In 14 the follow-up is lacking. 


1925— 1 ease —last seen 1927 good condition. 
1926— 5 eases—2 dead 1 year after treatment. 
2 unknown after 1 year. 
1 alive and well February, 1932, 6 years after treatment. 
1 dead during Ist year. 
2 unknown after Ist year. 
1 alive and well 4 years after treatment. 
1929— 4 cases—l known dead, 2 years after treatment. 


1928— 4 eases 


3 results unknown after Ist year. 
1930—10 ecases—2 known dead during Ist year. 

6 unknown after Ist year. 
alive and well, 2 years after treatment. 
1931— 6 eases 


3 known dead in Ist year. 
3 alive and well 1 year after treatment. 


CARCINOMA OF THLE FALLOPIAN TUBES 


During the past 8 years we have had occasion to treat two cases of 
primary carcinoma of the fallopian tubes found upon operation but 
not preoperatively diagnosed as such. Both cases were white women, 
ages 29 and 32 respectively; one had had children. One patient is still 
alive after two years, the other quickly metastasized to the viscera, 
terminating fatally within a short time. Surgery followed by x-ray 
therapy was used in both cases. 


CHORIONEPITHELIOMA 


Last year there was referred for irradiation a ease of chorion- 
epithelioma; this was postoperatively treated by x-ray therapy. In our 
opinion the most efficient procedure for this type of case is surgery 
plus irradiation. As this is an embryonic type tumor, irradiation should 
eontrol its further growth and prevent recurrence. This patient was 
a married white woman, age 44, who had had 8 children previously. 
She is still alive one year after treatment. 

There was one case of teratoma and one ease of hydatidiform mole. 
The case of teratoma was in a single girl of 28. She was treated by 
operation and radiation but died shortly after treatment. The hydatidi- 
form mole oceurred in a white married woman age 35 who had had four 
children. She was treated by operation and irradiation and is alive and 
well two years after treatment. 

From time to time there have been referred to us for treatment cases 
of reeurrent carcinoma following hysterectomy done elsewhere. The 
irradiation procedure depends on the condition of the patient and the 
extent of the recurrent lesion. In many instances the condition is so 
advanced that only custodial care is indicated. In several cases, how- 
ever, treatments by x-rays to the pelvis and radium to the vaginal sur- 
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face of the lesion has completely healed the condition and prolonged 
life in comfort. Report of the above cases is not ineluded in this paper. 


CARCINOMA OF THE BLADDER 


Carcinoma of the female bladder has been treated by x-rays through 
the pelvis and occasionally by intratumorally radium therapy in the 
bladder. In operable cases x-ray therapy suprapubically has sup- 
pressed hemorrhage and ameliorated the severity of the pains and has 
made the later end of the patient’s life more comfortable. There were 
6 cases in our series in patients over 45 years of age. The most severe 
symptoms of hematuria were relieved in all cases. There were 3 single 
and 3 married women. 

In our work we have found the direct association with the gynecologic 
staff very helpful. Their cooperation has proved of value in the several 
cases of postradiation sepsis. In cases where adnexitis occurs or where 
the culdesae becomes filled with pus, surgical interference is necessary 
to relieve the condition and often saves life. 


CONCLUSIONS 


Radiation therapy is an essential aid in the care and treatment of 
malignant gynecologic conditions. 

It is the method of choice in the treatment of cancer of the cervix. 

When properly applied, irradiation ameliorates the severity of the 
disease even in so-called hopeless eases. 

Irradiation must be applied only by one trained in the proper use 
of x-rays and radium, and adequate equipment must be available. 

Report is made on 280 cases treated during the period of 1924 to 1931. 

Cooperation with the gynecologist is essential in order to achieve the 
best results. 
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INFORMATION REGARDING GONORRHEA IN THE 
IMMATURE FEMALE 
Goopricu C, SCHAUFFLER, M.D., AND CLirrorp M.D., 
PoRTLAND, ORE. 
(From the Department of Gynecology, University of Oregon Medical School and The 
Portland, Oregon, Free Dispensary) 

. IS common knowledge that the gonococeus requires for its growth and 
the development of its pathogenic characteristics, a ‘‘harbor of infee- 
tion.’’ In exposed locations, or where it is subject to even mild noxious 
agents, or in competition with almost any other bacteria, the gonococcus 


Fig. 1-A. Fig. 1-B. 

Fig. 1-A.—Bartholin area in full-term stillborn; h.g. groove between hymen and 
labium minus; h. hymen; d.o. Bartholin’s duct opening just beneath cutaneous surface; 
gl. rudimentary gland tubules. The small square indicates area shown in high power 
(Fig. 1-B). 

Fig. 1-B. High power area outlined in Fig. 1-A. gl.t. gland tubules. These are 
simple early gland tubules, the only glandular structures found in a thorough examina- 
of the tissues of a stillborn and of a thirteen months’ infant. Even these rudimentary 
glandular structures are notably scarce. These were apparently cut just short of their 
entrance into the duct. 
becomes impotent and perishes. Only in the deep stagnant recesses such 
as the glands of Skene and Bartholin, or the racemose Nabothian glands 
of the cervix or the deep intricate plicae of the fallopian tubes, do these 
organisms find their ideal habitat. Accordingly, these foci are the com- 
mon ‘‘harbors of infection’’ of the gonococeus in the adult female. 

In spite of prevalent misconceptions to the contrary, the gonococcus is 
faithful to its bacteriologie characteristics in the immature female genital 
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tract. Its pathogenic action on the genital apparatus in female infants 
and small children is not due, as has been urged, to changes in its bae- 
teriologie properties, or to an hypothetical low resistance of invaded tis- 
sues. It is due to mechanical and developmental differences between the 
immature and mature female genitalia. These differences are sufficiently 
obvious, but have not heretofore been given the emphasis which they de- 
serve in this connection. They may be summarized as follows: 


Fig. 2-A.—Microphotograph of complete sagittal — of uterus and vagina of 
settee infant, formalin hardened; e.c. endometrial cavity; v. vagina; c. cervix. Note 
complete absence of cervical glands and rudimentary ont Miro of endometrial glands. 
Note also complicated cryptiform vaginal structure, less marked in this specimen than 
in the average, due to postmortem mechanical distention for purposes of study. Note 
folds or pleats over entire vaginal cervix. 


Fig. 2-B.—High power of area outlined in Fig. 2-A, c. cervix; e.o. external os; 
v. vagina. The entire endocervix is included in this area. Note absence of glands and 
persistent squamous epithelium at external os, also pleats or folds on vaginal cervix. 

1. The glands of Skene, while they may be noted in a rudimentary form 
in very early stages of development, do not achieve sufficient complexity 
to become ‘‘harbors of infection’’ until the approach to puberty or later.* 

2. Similarly, the Bartholin’s glands, while they may be noted in a 
rudimentary form as early as the sixth month, do not develop characteris- 
ties favorable to the growth of the gonococeus short of fairly complete 
general sexual development* (see Fig. 1-A, B). 

*This is borne out by our recent studies and by observations in the literature (which 


are few). Our studies of these structures in embryos and infants together with perti- 


nent clinical data are being made the subject of a separate paper for publication 
elsewhere. 
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Fig. 3.—Sagittal section of block including bladder, urethra, uterus, cervix and 
vagina of full-term stillborn female infant. The intricate cryptiform accordion-like 
conformation of the vagina is clearly shown. At points b the walls are spread to 
demonstrate the deep longitudinal plicae of the lower vagina. The relative occlusion 
of the hymeneal orifice is shown at a. Note the definite plications on the vaginal cervix 
similar to those of the upper vagina. 


Fig. 4-A.—Harmless efficient vaginal distention obtained by author’s method. Bis- 
muth subcarbonate (25 per cent) incorporated in the usual ointment base. Child of 
ten years, 
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3. The racemose glandular system of the endocervix is very tardy in 
development, frequently being apparent only as scattered rudimentary, 
blunt, glandular crypts, up to as late as the fifteenth year* (see Fig. 


2-4, B). 


The tube has been removed 


Fig. 4-B.—Same patient as Fig. 4-A three minutes later. 
showing that the heavy ointment base maintains the distention and is well retained. 


Fig. 4-C.—Lateral view’of same patient as in Fig. 4-A. Shows adequate distention. 
Note invagination produced by the encroachment of the vaginal cervix in the vault. 


*See footnote on p. 375. 
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4. The immature vagina is merely a potential cavity held in a state of 
constant closure by its elastic and muscular coat, and replete with stag- 
nant erypts and rugae. Its walls are held tenaciously approximated, 
much as are wet paper surfaces—this in marked contrast to the flattened 
gaping vagina of the parous adult (see Fig. 3). 

The conclusions to be gained from these observations are obvious and 
ean be summarized : 

1. Since the rudimentary Skene’s glands of the immature individual 
offer no harbor of infection, it is not to be expected that infection of ¢lini- 
cal importance by the gonococeus will oceur. This is borne out by clinical 
experience. 

2. The same is true in the case of the immature Bartholin’s glands 
(Fig. 1). 

5. Not only is the immature endocervix practically never infected by 
the gonococeus, for the reason that the cervical glands are not present in a 
form to harbor the organisms (Fig. 2) but also, a high degree of immunity 
is granted through this ageney to the endometrium and fallopian tubes. 
It is my belief that in the immunity of the immature endocervix to gonor- 
rheal infection, we have a satisfactory explanation of the singularly low 
incidence of salpingitis due to vaginal gonorrhea in the immature. 

4. The contracted eryptiform rugeose vagina of the immature indi- 
vidual constitues virtually an ideal ‘‘harbor of infection’’ (Fig. 3). In 
this factor we have a perfectly satisfactory explanation of the occurrence 
of a primary vaginitis as the most usual manifestation of gonorrhea in the 
immature individual. In the adult, the distention and flattening of the 
vaginal wall with the frequent introduction of bacteria and other noxious 
agents, entirely alters the conditions favorable to the development of this 
organism. 

We know that, in the adult, the gonococcus is retained in the Skene’s 
and Bartholin’s and the cervical glands, and is frequently passed over 
from the cervical glands to the endosalpinx, while the vagina, except for a 
transient inflammatory reaction, is immune. We have shown that, on the 
other hand, in the infant and small child, the vagina is the point of elec- 
tion—the Skene’s, Bartholin’s, and endocervical glands are relatively non- 
infectible, and there is immunity of the endosalpinx secondary to that of 
the endocervix. 

It is not sufficiently clearly understood, even by those who have made 
something of a study of gonorrheal infections in infants, that the vaginal 
cervix is the seat of deep pleats and folds similar in all respects to those 
noted throughout the remainder of the vaginal wall (see Fig. 3-A, B), 
thus, the vaginal cervix is not exempt from an infection which involves the 
entire vaginal wall. This fact was early noted by Hess in a series of post- 
mortem examinations. Unfortunately, Hess’ observation has been miscon- 
strued. In his own report Hess carefully differentiates between the vag- 
inal cervix and the endocervix. He reports infections of the vaginal cer- 
vix only. He has been broadly quoted to the effect that at postmortem he 
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has demonstrated ‘‘cervieal infections,’’ with the inference that endo- 
cervical infeetion has been deseribed. This inference is not justified. 


Fig. 5-A.—Injection by the method of Gellhorn and Stein, i. e., equal parts of warm 
vaseline and lanolin (25 per cent bismuth) showing comparatively unsatisfactory dis- 
tention at height of injection. Child of four years. 


Fig. 5-B.—Same patient as Fig. 5-A three minutes later. The catheter has been removed 
and it is apparent that most of the ointment and medicament have flowed out. 
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The use of the term ‘‘cervico-vaginitis’” to deseribe such infection, 
while it is perhaps more minutely descriptive, we believe is misleading in 
that it suggests a frequent involvement of the endocervix as an accompani- 


ment of vaginal infections. Endocervieal infection as an integral part of 


lig. 6-A.—Injection per catheter of opaque solution of sodium iodide comparable to 
the usual instillation. The solution is obviously inefficiently distributed. Child of three 
years. 


Fig. 6-B.—-Same patient as Fig. 6-A, three minutes later. There is virtually none of the 
medicament left. Such an application is clearly transitory and inefficient. 
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the pathology occurs only in individuals who have reached a stage of ad- 
vanced development of the cervical glands. It is perhaps an occasional 
transient accompaniment of severe acute infection of the immature vagina. 

The use of the descriptive term *‘vulvovaginitis’’ is distinetly a mis- 
nomer. The vulvar irritation in these cases is completely secondary, and 
due to factors similar to those which cause external irritation in pyelitis, 
diarrhea, ete. 

INDICATIONS FOR RATIONAL TREATMENT 


Douches, instillations, injections, ete., have been used empirically and in- 
effectually for too many years. These timeworn measures, mildly effective 
in certain adult involvements, are grossly inadequate to meet the existing 
indications in any but virtually self-limited cases. The need is for the uni- 
versal application to the affected area of a reliable antiseptic over a pro- 
longed period of time. Gelhorn and Stein contributed conspicuously in in- 
augurating vaginal treatment by the use of an ointment incorporating an 
antiseptic which was injected per catheter in a softened state. The most 
effective approach to these indications is achieved, however, through the 
use of a relatively firm ointment base, injected by a technie which insures 
the production of sufficient intravaginal pressure to cause invasion of the 
ointment into every crypt and corner. The use of plain anhydrous lanolin 
incorporating an appropriate concentration of any worthwhile antiseptic 
is advised. (We use one per cent silver nitrate.) The ointment should 
not be warm, as its quality of firmness facilitates distention of the vagina 
with the use of mild intravaginal pressure. Also, it is more easily and com- 
pletely retained if cold, and has the highest possible fluid affinity, which 
makes it a highly effective vehicle for carrying the antiseptic into the moist 
vaginal wall—this in contrast to the usual vaseline base which is repulsed 
by moisture. 

Our clinical studies have been supplemented by the injection of post- 
mortem specimens by this technic. Clinically, x-ray visualization of the 
vaginal cavity has been made possible by the employment of opaque media. 
Using this procedure, we have studied all types of treatment (see Fig. 4, 
5,6). By the method described we have obtained a consistent, complete 
and satisfactory application of the medicament, which remains in the 
vagina over periods varying up to forty-eight hours. This has not been the 
case with other methods conscientiously employed. The use of this method 
in over 2000 treatments has in no instance resulted in any untoward inei- 
dent of any sort whatsoever. 

The results of the use of this method have shown a surprising and sat- 
isfving improvement over other methods in a large series of stubborn eases, 
in the majority of which several other methods had failed. It is simple, ra- 
tional, harmless, and effective. 


Nore: Further clinical considerations with reference to the application of this 
method and detailed instructions in technic may be found in the American Journal 
of Diseases of Children, Vol. 34, Oct., 1927, pp. 644-656, and Vol. 48, Feb., 1932, pp. 


390-355. 
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SPONTANEOUS EVOLUTION OF THE FETUS IN TRANSVERSE 
PRESENTATION 
NICHOLSON J. Eastman, M.D., BALTiImore, Mp. 


(From the Department of Obstetrics, The Johns Hopkins Hospital and University) 


HE phenomenon of spontaneous evolution of the fetus from trans- 

verse presentation has been one of unusual interest to obstetricians 
for various reasons. In the first place, it is an exceedingly rare event, 
occurring possibly once in 5,000 labors; secondly, it exemplifies nicely 
what the natural forces of labor may occasionally accomplish when con- 
fronted with a seemingly insuperable obstacle ; thirdly, it represents the 
most complicated mechanism of labor; and finally, its beginning stages 
may be recognized in almost every case of impacted transverse presenta- 
tion, so that we may regard the latter entity as an example of unsuceess- 
ful spontaneous evolution, just as we consider transverse arrest of the 
occiput as an incomplete stage in the mechanism of occiput posterior 
positions. 

The process of spontaneous evolution was first mentioned by Denman in 1785, but 
Was not accurately described until 1819, when Douglas published his minutely ex- 
planatory study based on seven personal cases. Since the reports of these two ob- 
servers differed considerably, it has been generally assumed that there must be two 
distinct mechanisms responsible for spontaneous delivery in these cases, the one being 
designated as the mechanism of Denman and the other as the mechanism of Douglas. 
In 1915, Stephenson, with the collaboration of the late Dr. Williams, made a study of 
the original papers of these authors, pointed out that the description of Denman was 
exceedingly casual and inaccurate and, after describing two eases himself, reached the 
conclusion that there is but one mechanism of spontaneous evolution, the one de- 
scribed by Douglas. 

Observations made in this Clinic upon three additional cases seem to 
throw further light on this problem and have prompted this report. 

In all, five instances of spontaneous evolution of the fetus have been 
observed here among 147 consecutive cases of transverse presentation, an 
incidence of 3.4 per cent. This figure is slightly higher than is usually 
reported, Franqué having observed the phenomenon in 2.5 per cent of 
his eases, while Zangemeister found only three cases in his series of 232 
transverse presentations, an incidence of 1.5 per cent. The histories of 
our five eases follow. 

CasE 1.—The patient was a thirty-three-year-old, colored multipara, para ix, her 
previous pregnancies having terminated spontaneously under the care either of mid- 
wives or private physicians. Her last period had occurred January 18, 1930. She 
was admitted to the hospital on August 19, 1930, after 43 hours of labor at home, 
the membranes having ruptured 29 hours before admission. Upon examination the 
right arm was found macerated and prolapsed into the vagina, while the right 
shoulder was tightly impacted in the pelvis. No fetal heart sounds were audible. 
Shortly after admission, during a strong uterine contraction, the fetus could be seen 
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to descend, the posterior aspect of the right shoulder, the seapular region and the 
upper right side of the thorax coming into view. Then, with a rotating motion, the 
lumbar region and the breech appeared, followed by the lower extremities. Finally, 
with the aid of slight traction and moderate suprapubie pressure, the left arm and 
head were easily delivered. 

The fetus, which was stillborn and macerated, weighed 2600 grams and measured 
49 em. in length with a crown-rump length of 34 em. The head, which was greatly 
distorted, lay flattened against the trunk, being bent on the elongated neck sharply 
to the left. 

The placenta was delivered spontaneously. After a febrile course, the patient was 
discharged well on the thirteenth day postpartum. On discharge examination, she 
was found to have a generally contracted, funnel pelvis, the diagonal conjugate 
measuring 11.0 em. and the outlet diameter 7.5 em. 


CAsE 2.—The patient was a twenty-three-year-old, colored multipara, whose one 
previous pregnancy had terminated spontaneously. Her last menstrual period had 
occurred on June 20, 1922. When admitted to the hospital on February 10, 1923, she 
was in beginning labor with a small baby lying in transverse presentation, the fetal 
heart sounds audible. After seven and one-half hours of labor, it was found that 
the membranes were bulging through the introitus and preparations were made to 
rupture them and follow this with version and extraction. Before this could be done, 
however, the left arm and shoulder prolapsed. With the next pain the back, which 
had been directed toward the rectum, rotated anteriorly and at the same time be- 
came bent upon itself in such a manner that its convex aspect was directed toward 
the maternal sacrum. This permitted the breech to be born, followed by the lumbar 
region and legs. The head now rotated so that the occiput was directed anteriorly 
and was readily delivered with the aid of slight traction. The entire procedure, from 
the time the shoulder appeared at the outlet until the head was born, required a pe- 
riod of less than three minutes. 

The fetus, which was stillborn, weighed 1750 grams. Its length was 42.5 em. with 
a crown-rump length of 28 em. The mother, whose puerperium was uneventful, was 
discharged well on the fourteenth day of the puerperium. Her Wassermann reaction, 
however, was positive. 

CasE 3.—The patient was a twenty-five-year-old colored multipara, para v, the 
previous pregnancies having all terminated spontaneously. Her last menstrual pe- 
riod had occurred on August 24, 1911. When she was admitted to the hospital on 
April 30, 1912, a small child was found in transverse presentation; the fetal heart 
sounds were not audible. After ten hours of labor, the membranes ruptured at com- 
plete cervical dilatation, and at the same time the right arm prolapsed. With the 
next pain the shoulder came into view, followed by the back, breech and lower ex- 
tremities. The left arm and head were readily delivered by means of slight traction. 

The fetus weighed 2010 grams and measured 47 em. in length. The mother sub- 
sequently died of puerperal infection. 


CasE 4.—The patient was a twenty-seven-year-old, white multipara, who was de- 
livered of a 2690 gram, stillborn fetus, by spontaneous evolution after seven and one- 
half hours of labor. (Reported in detail by Stephenson.) 

Case 5.—The patient was a twenty-six-year-old colored multipara, who was de- 
livered of a 2500 gram, stillborn fetus, by spontaneous evolution after twenty-six 
hours of labor. (Reported in detail by Stephenson.) 


It will be noted that the smallest infant in the group weighed 1750 
grams and the largest 2690 grams, a range of weight into which most 
babies born by spontaneous evolution fall. Spontaneous delivery of 
fetuses weighing less than 1500 grams is not uncommon in transverse 
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presentation, but in those instances delivery is usually effected not by 
the mechanism of spontaneous evolution, but by the simpler process of 
conduplicato corpore. On the other hand, infants weighing over 2700 
grams are usually too large to undergo the compression necessitated by 
spontaneous evolution, although a few exceptional cases are on record 
in whieh the child exceeded 3000 grams. (Busch, 3500 grams; Klein- 
wachter, 3020 erams; Herrgott, 3300 grams.) It seems of interest also 
to note that in three of our five cases, the duration of labor was less 
than 10 hours; moreover, it was observed repeatedly that once the process 
had begun, it was completed with great rapidity, so that, as in Case 2, the 
entire procedure from the time the shoulder appeared at the outlet until 
the head was born, required less than three minutes. 

Turning now to the question of the Denman and Douglas mechanisms, 
it must be reealled that during the past hundred years, German ob- 
stetricians have reported, collectively, a large number of cases of spon- 
taneous evolution, and in each instance apparently have been able to dis- 
tinguish between the two mechanisms and to classify their eases accord- 
ingly. Moreover, Stephenson himself, in describing his first case, ob- 
serves that ‘‘the position of the buttocks is very unusual, is particularly 
difficult of explanation, and seriously complicates the classification’? ; 
and he concludes that ‘‘it would appear best to classify it as an instance 
of an abnormal or complicated Douglas mechanism.’’ From these facts 
it is apparent that the process of spontaneous evolution presents suffi- 
cient variation to give the semblance, at least, of two distinet mechanisms. 
The alleged difference between the two processes seems to center on the 
fact that in one of them the breech appears immediately after the pro- 
lapsed shoulder (the mechanism of Denman), while in the other the 
lateral aspect of the thorax follows the prolapsed shoulder, the breech 
being delivered only after the thorax as well as the abdomen have been 
extruded (the mechanism of Douglas). Concerning the intrinsie meech- 
anism responsible for the expulsion of the fetal parts in this or that order, 
the literature offers only vague and contradictory explanations. From a 
study of the five cases described in this report, we believe that some de- 
gree of clarity might be gained if the two apparently different processes 
of spontaneous evolution were considered in the following manner: 

Mechanism No, 1.—¥Following the prolapse of one arm, the corresponding shoulder 
and scapular region are forcibly driven into the pelvis by uterine contractions. Sinee, 
under these circumstances, there is no room in the true pelvis and little in the false 
pelvis for an object as large as the fetal head, the latter remains stationary with the 
result that the neck becomes elongated. These conditions are shown in Fig. 2. The 
crucial process now takes place; namely, an extreme lateral flexion of the spinal 
column due to downward pressure on the buttocks, so that the latter are forced down 
beyond the shoulder and expelled. A moment’s consideration of Fig. 2 will make it 
clear that this lateral flexion may occur in one of two directions—the breech may be 
forced either toward or away from the prolapsed arm. In the specifie case shown 
in the drawing, the fetus is represented as lying in the posterior half of the uterus, 
so that the specimen is viewed from the front. Now, if the breech in this case is 
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driven down towards the prolapsed arm (the convex aspect of the bent spinal column 
being direeted toward the maternal sacrum), the buttocks will be born immediately 
after the prolapsed arm not only because the lateral flexion of the trunk will produce 
a certain drawing up of the prolapsed shoulder but also because the descending 
breech will tend to hide the lateral aspect of the infant’s thorax from view. This 
process we are designating temporarily as mechanism No. 1, and believe that it is 
characterized essentially by the fact that the buttocks are driven down in the diree- 
tion of the prolapsed arm, the breech necessarily being expelled before the lateral 
aspect of the thorax appears. This mechanism, it would appear, is the one usually 
designated by the name of Denman, but since that author reported only that the 
‘*breech and inferior extremities are expelled before the head,’’ it seems hardly 
justifiable, as pointed out by Stephenson, to attach his name to it. 

Mechanism No. 2.—This process of spontaneous evolution, in our opinion, differs 
from the one just described in that here the buttocks are foreed down in the diree- 
tion of the shoulder which is not prolapsed, with the result that the convex aspect 
of the arched trunk necessarily protrudes through the maternal vulva, followed by 
the lateral wall of the abdomen and finally the breech. This mechanism has quite 
rightly been given the eponym of Douglas, who emphasized the fact that in his cases 
the side of the infant’s thorax was born before the breech. 

For the sake of clarity, we have considered the process of spontaneous 
evolution as exhibiting two separate and distinct mechanisms. It must 
be apparent, however, that various gradations will exist in the mech- 
anisms as described, depending on whether the flexion of the spinal 
column is directly lateral or only partly so; and for this reason it seems 
more logical to presume that we are dealing with variations of but one 
mechanism, an extreme lateral flexion of the fetal back. The precise 
order in which the fetal parts are born becomes then a secondary matter, 
dependent upon the direction which this flexion assumes in relation to 
the prolapsed shoulder. 


While our acquaintance with the later stages of spontaneous evolu- 
tion is based upon many eareful observations of the process, our exact 
knowledge of its earlier stages is founded chiefly upon a few rare cases 
in which the mothers have died while the process was under way and in 
which frozen sections have been made of the maternal torso in such a 
way as to show the exact relationships of the fetal parts. Such a case 
was Chiari’s, reported in 1878. Since in this country, at least, it will be 
rarely, if ever, possible to obtain such specimens, it has seemed worth 
while to make similar studies on cases in which the fetus was in the early 
stage of spontaneous evolution and in which the uterus was removed 
unopened. The specimens from two such cases are shown in Figs. 1 and 
2. In each instance the unopened uterus with the fetus in situ was 
hardened for a suitable period in formalin and was then carefully opened 
without moving the fetus; the whole specimen was then drawn to seale 
by an artist. 

Brief histories of these two cases follow. 


Fic. 1.—The patient was a_ twenty-eight-year-old, colored multipara, para iv. 
The membranes ruptured prematurely, labor pains ensuing an hour later; the fetus 
lay in transverse presentation. After thirty-one hours of labor the cervix was still 
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only 3 em. dilated despite the fact that an intrauterine bag had been in place during 
the previous twelve hours. At this time, the patient’s temperature was 101.6° and 
her pulse 130, while the fetal heart was no longer audible. In view of the evident 
intrapartum infection it was decided to remove the bag and perform hysterectomy 
on the unopened uterus. This was done, a loop of cord prolapsing as the bag was 
taken out. The mother was discharged from the hospital on the twenty-fifth day 
postpartum after a febrile convalescence. 

The amputated uterus, which presented a trefoil shape with its greatest diameter 
transverse, measured 21 by 20 by 17 em. The cervix was 2.5 em. in diameter and 
was oceupied by a loop of cord. 

The conditions found upon opening the uterus are shown in the illustration. The 
male child weighed 2000 grams and was compressed into a triangular mass 19 em. 


Fig. 1.—Showing the beginning stage of spontaneous evolution, particularly the descent 
and moulding of the shoulder with caput succedaneum formation upon it. 


wide, 16 em. long and 11 em. thick. Its left side lay anteriorly and the child was so 
compressed as to oceupy the smallest possible space. The body was flexed on itself 
so that the face was in contact with the knees and feet, which were crossed on one 
another. The left arm was flexed with the entire forearm and hand fitted into the 
space between the thighs and face. The shoulder occupied the lower, and the region 
of the left knee, the upper pole of the specimen. On the right side the conditions 
were essentially the same, except that the region over the right shoulder was circum- 
scribed over an area of 10 em., was somewhat edematous, and represented a ‘‘ caput 
suecedaneum.’’ It should be noted that the right acromium was the center of this 
area. 

While the placentation was normal, sections from all parts of the uterine wall 
showed inflammation of the decidua and the passage of leucocytes into the muscularis, 
a process that occurred even in the fundal region, In the chorionie connective tissue 
both streptococci and bacilli were demonstrable. 
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Fic. 2.—The patient was a twenty-eight-year-old colored multipara, who had not 
been registered on the service. Her membranes ruptured prematurely, labor ensuing 
in about twelve hours. After twenty hours of labor at home, where one or more 
vaginal examinations had been made by a private physician, she was admitted to the 
hospital with a temperature of 103.8° and a pulse ranging between 150 and 180. 
Examination showed that the uterus was tetanically contracted around a small child 
in transverse presentation, whose right arm was prolapsed into the vagina; the fetal 


Fig. 2.—Showing another early stage of spontaneous evolution, in which prolapse of 
the arm, moulding of the shoulder and elongation of the neck have occurred. 


heart sounds were not heard. The cervix was 3 em. dilated. The patient was de- 
livered by hysterectomy on the unopened uterus of a 2000 gram, stillborn fetus. The 
mother died immediately after the operation. 

The unopened uterus, after hardening overnight, formed an oval mass 22 em. 
wide, 22.5 em. high and 16 em, thick. The specimen was opened by a frontal incision 
in the plane of the tubal insertions, when it was found that the child lay in 
R. Ac. D. P. position, with the head occupying the entire right half of the left upper 
pole. The cervical canal was occupied by the elongated right shoulder; while the 
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base of the neck was in contact with the right, and the right side of the thorax with 
the left aspect of the internal os. 

The fetus was as closely packed as possible, and it was apparent that every trace 
of amniotic fluid had escaped. Nowhere was there any evidence of a contraction 
ring, the thickest part of the uterus, indeed, corresponding to the lower segment, 
while its thinnest part was above the tubal insertions. Microscopic studies of the 
uterus showed a fulminant, ascending infection. 

In conelusion, the writer wishes to acknowledge his indebtedness to 
the late Dr. Williams for his advice and his active assistance throughout 
this study. 
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POSTMENOPAUSAL BLEEDING 
Samvue. H. Greist, M.D., aNp Morris Marus, M.D., New Yor, N. Y. 


(From the Gynecological Service and Laboratories of Mount Sinai Hospital) 


ITHIN the past few years a new impetus has been given to the 

study of postmenopausal bleeding. While it is true that in the 
majority of cases a malignant neoplasm is the etiologic factor, it has been 
pointed out that in a large group of cases, lesions both inflammatory or 
of benign neoplastic nature may be the underlying causes. A statistical 
study comparing the etiologic factor as malignant or not malignant, and 
the relative proportion of the two groups is interesting and instructive, 
but the more important aspect is the one dealing with the pathologie 
physiology. The appearance of uterine bleeding, associated with a non- 
ulcerative lesion, from a mucosa that is no longer sensitized and no longer 
undergoes a cycle because of the exhaustion of the ovarian function is a 
fascinating but still unsolved phenomenon. 


Moulonget and Doleris published 7 cases of ovarian tumors with postmenopausal 
bleeding. In 2 cases there was present an hypertrophy of the mucosa, associated in 
1 with an endometrial polyp. In 3 cases polyps only were present. One case of 
endometrial hypertrophy was associated with a granulosa cell tumor. 

Robert Meyer reported 7 cases of postmenopausal bleeding with ovarian tumors 
and hyperplasia of the uterine mucosa. In this series there was 1 fibroma, 1 round 
sarcoma, and 1 angiosarcoma. In addition there were 3 granulosa cell tumors and 
one folliculoma carcinomatodes. He suggested that the tumors per se, may have an 
endocrine function in the granulosa cell type, or may stimulate a latent ovarian fune- 
tion in other types. 

Schiffman has published some important data on the subject of postmenopausal 
bleeding. By postmenopausal bleeding he means vaginal bleeding appearing one year 
after complete cessation of the regular menstrual period. He mentions numerous 
cases due to local ulcerative lesions, as decubitus ulcers in prolapse, carcinoma of the 
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uterus, senile vaginal ulcers, myomata and polyps. He is also inclined to attribute 
some causes to vasomotor changes. He described cases of ovarian neoplasms, one a 
woman seventy-two years old, who thirty-two years after the menopause, had had two 
episodes of vaginal bleeding associated with a mucoid carcinoma of the ovary. He 
believes that the first symptom of carcinoma may be bleeding. 

He groups his cases into three types: (1) Bleeding caused by visible lesions; 
(2) bleeding caused by corpus lesions, and (3) bleeding caused by indefinite lesions. 


Fig. 1.—Normal endometrium in a patient forty-four years of age with postmeno- 
pausal bleeding two years postmenopausal. 


Fig. 2.—Hypertrophied endometrium in a postmenopausal bleeding case, seventy-four 
years old, twenty-one years postmenopausal. No other lesions found. 


In Groups 2 and 8 he had 51 eases: 2 myomas and polyps; 11 polyps; 14 fundal 
carcinomata; 8 ovarian carcinomata, and 16 not defined. He accepts the presence of 
polyps as a true etiologic factor. The proportion of ovarian carcinomata, 16 per 
cent is quite imposing. He concludes that if curettage in an indefinite case shows 
necrotic or atrophie tissue one should wait. If hypertrophied mucosa is obtained and 
no palpable ovarian tumor can be found, it is wise to wait. If this is not practical a 
laparotomy should be done. If an ovarian enlargement exists surely operate. 
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Lahm, reports a case of carcinoma of the ovary and a corpus luteum cyst. He too 
believes that the tumor may have an endocrine function or may stimulate the ovary 
even after the menopause. 

Benthin in an excellent article finds 60 per cent of postelimacteric bleeding benign. 
In only 10 per cent of the cases of corporal bleeding, postmenopausal, is the underly- 
ing lesion malignant. 

He too divides the benign cases into three groups. (1) Inflammatory; (2) polyps; 
and (3) negative. 

In the first group the history is one of a bloody vaginal discharge for a long pe- 
riod. Most patients are well along in the menopause. By curettage one obtains a 
little mucosal tissue some with necrosis and inflammatory infiltration. This simple 
operative procedure is curative. 

In the second group, twenty-five per cent of all the cases, there is usually a history 
of sudden bleeding with no previous hemorrhagic discharge. The uterus is large. 
There is no relation between the size of the polyps and the amount of bleeding. 

In the third class he groups the ovarian tumors, which he believes are purely co- 
incidental lesions. He stresses the role played by arterioselerosis. 


In addition to the above-mentioned articles, a number of other papers 
have appeared. There have been publications dealing with the etiologic 
factors in this type of bleeding and much speculation on the mechanism 
of postmenopausal hemorrhages. The references to these articles will be 
found at the end of the paper. 


TABLE I. BENIGN LESIONS ASSOCIATED WITH MENOPAUSAL BLEEDING 


| = | @ 
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Polyps } 29 | 1 3 1 2 | 
Fibroids | 1 3 | 2 | 2 | 1" | 
Adenomyosis | 3 | | 
Ovarian Tumor | | 
. | 
benign | dl 3 Qa | 3 Oa 1 1 
Negative | 13 | 
Endometritis | | 
and 
Endoeervitis | 11 | | 
Hypertrophic | 
Endometrium 
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We have studied a series of eases and have found in a total of 182, that 
42 per cent were benign, of which 10 cases were benign ovarian lesions, 
the remaining 68 were benign cervical or uterine conditions. Some of 
these lesions were associated with benign lesions in other portions of the 
generative tract. 

In the total number of benign lesions of the cervix and fundus we 
found a wide variety of conditions (Table I). We have not tabulated the 
cases due to systemie disease. 

The histories of the cases (Table IL) showed no differential character- 
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istie except that after a definite period of physiologic menopause ranging 
from one year to twenty years the patient was admitted to the hospital 
complaining of vaginal bleeding either in the nature of intermittent or 
continuous spotting or bleeding of from two days’ to two years’ duration. 
At times the bleeding was described either as profuse or scanty, at times 
associated with clots. Physical examination, curettage or laparotomy 
revealed the benign nature of the lesion and a subsequent period of ob- 
servation, over a period of one year, demonstrated that the patient re- 
mained cured. 


TABLE 1I. BENIGN LESIONS AND SUMMARY OF SYMPTOMS 


| MENOPAUSE | BLEEDING AND 
NO. AGE | DURATION SPOTTING 
Polyps 29 52-70 yr. | 1 to 21 yr. | 1 week to 2 years 
Hypertrophic 
Endometrium 10 | 46-67yr.| 6 to 20 yr. Profuse-Constant 
| | 1 week to 3 months 
Fibroids 15 50-62 yr. | 1 to 12 yr. | Moderate-Scanty 
| 1-6 months 
Adenomyosis 3 50-57 yr. | 1to 1% yr. _ Profuse and Scanty 
1 week to 1144 months 
1 to 20 yr. Slight-Profuse 


| | 1 week to 2 months 
Negative 13 44-68 yr. | 1 to 29 yr. | Slight 1 week 
Endometritis and 
Endoeervitis | 


46-66 yr. | 142 to20yr. | Spotting 1-2 weeks 


| 

Ovarian Tumors benign | 11 45-70 yr. 
| 
} 11 


There were 29 cases of cervical adenomatous or fibroadenomatous 
polyps. Of these cases six were associated with benign lesions of the 
uterus (Fig. 3), or ovaries which may have been the dominant factor in 
the causation of the bleeding. The duration of the menopause was from 
one year to twenty-one years. The bleeding was the only symptom and 
was deseribed as a spotting, intermittent or continuous, varying from one 
day to two vears’ duration. The removal of the typical adenomatous 
polyps cured the patient. 

In one instance, a patient of Dr. Edward Bleyer’s, the history and subsequent 
cure is most interesting and instructive. The woman was sixty-four years of age, 
had had her menopause nine years previously. She had been complaining of a mod- 
erate vaginal bleeding and on physical examination nothing was found except a 
small cervical polyp. This was removed but the bleeding continued. Several months 
later a small tumor was felt in the region of the right ovary and a laparotomy was 
done. An ovarian adenocarcinoma was found and removed. The uterus was left as 
was the other ovary. The bleeding stopped promptly and the patient has remained 
well. It is difficult to avoid the conclusion that the ovarian carcinoma was a factor 
in the bleeding. 


One case described as a vaginal hemangiomatous polyp with a history 
of three days’ bleeding, seven years postmenopausal, was cured by re- 
moval of the polyp. 

In ten instances examination failed to reveal any lesion other than a 
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hypertrophied endometrium, except for the presence of an adenomatous 
polyp in one case. In these cases the ages varied from forty-six years of 
age with a menopause duration of six vears to sixty-seven years of age 
with a menopause duration of twenty years. 

The histories here were slightly different from the polyp type in that 
the bleeding was more constant, more profuse, and in one instance de- 
seribed as being marked with large clots. The duration was from one 
week to three months. In this group evidently the bleeding, in contra- 
distinetion to the eases with cervieal polyps only, was too profuse to 
neglect for a long period of time. A curettage with a diagnosis of hyper- 
trophied endometrium, a negative physical examination and symptomatic 
cure for a period of over a year leads to the natural conclusion that this 
benign lesion was the factor associated with bleeding. What is the cause 


Fig. 3.—Uterine mucosa showing hyperplasia associated with fibromatous cervical 
polyp in a postmenopausal bleeding case sixty-four years old and twenty years 
postmenopausal, 

of this hypertrophy is purely speculative. A reawakening of the ovarian 
function, a viearious action on the mucosa from some other duetless 
gland, some local stimulation to the endometrium with subsequent bleed- 
ing, all may be offered as hypotheses with no definite proof. Why a 
curettage relieves these cases and not those occurring before the meno- 
pause is impossible to answer. 

Fifteen cases of fibroids, in six instances associated with other lesions 
that might be regarded as possible causal agents were studied (Fig. 4). 
In two cases ovarian cysts, one a dermoid, one a simple eyst, were present. 
In one a benign polyp of the cervix existed. In one an adenomyosis of 
uterus, and in two malignant tumors one of the ovary and one of the tube 
were found. Here the menopause had existed from one to twelve years. 
The bleeding was reported as moderate or scanty, as persistent or inter- 
mittent, and in duration from one day to six months. Hysterectomy was 
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resorted to, as the physical examination made it clear that a tumor, the 
exact nature of which could not be determined, was present. Here again 
the question of the mechanism of the bleeding was not clear. Was it due 
to pressure, erosion, congestion or a reawakening of some latent endocrine 
ovarian function? 

In three instances of adenomyosis there were associated lesions that 
might have been important factors. In these cases the ages were filty- 
seven, fifty-five, fifty, the menopause 5 years, 114 years, and 1 year re- 
spectively. The bleeding in the one case associated with fibroid, cyst and 
carcinoma of tube was profuse. Staining irregular for two days on three 
occasions over a period of 144 years was the history in the case associ- 
ated with an adenomatous polyp. In the third case, a patient fifty years 
of age with a menopause duration of one year, giving a history of profuse 


Fig. 4.—Hypertrophied endometrium associated with fibroids in a postmenopausal 
bleeding case fifty-one years old and two years postmenopausal bleeding. 
bleeding for one week, had an adenomatous polyp associated with the 

fibroid. The cases were cured by operation. 

In eleven instances of benign ovarian tumors, three were dermoids. 
One associated with a salpingo-oophoritis, one associated with a fibroid 
subserous in character, and one associated with fibroid, adenomyosis and 
a primary carcinoma of the left tube. The ages here were forty-five, 
fifty-three, and fifty-seven, the menopause one and one-half years, four 
years and five years, respectively. Two of the cases, the one associated 
with fibroid and the one with a salpingo-oophoritis had slight bleeding 
for eight vears in one case, and for two weeks in the second, while the 
case associated with the fibroid, adenomyositis and primary tubal ear- 
cinoma had a history of bleeding on two occasions, six months and two 
months ago, for a few days and profuse bleeding with cramps two weeks. 
Here too the mechanism of the bleeding permits of many hypotheses none 
of which can be proved. 
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Of the eight other cases there were three simple cysts, one twisted, four 
pseudomucinous and one case noted as cystic ovaries. In four instances 
there were associated lesions. In three adenomatous cervical polypi, one 
with a simple cyst and two with pseudomucinous cysts and in the fourth 
there was a fibroid associated with a simple cyst. The ages varied from 
46 to 70 years, the menopause duration from one year to twenty years. 
The history in most instances was that of staining noticed only recently, 
except in the case with cystic ovaries, where seven days’ bleeding occur- 
red on two oceasions in two years. This case must be looked upon prob- 
ably as an incomplete menopause. One other case, a sixty-three-year-old 
woman with a menopause duration of eight years gave a history of bleed- 
ing four weeks. At operation a pseudomucinous cyst was removed. 
This patient continued to bleed and was subsequently operated upon for 
a carcinoma of the fundus. It is important in a postmenopause bleeding 
-ase that presents a benign lesion and continues to bleed after the eradi- 
cation of the presumed benign etiologic factor, that the possibility of a 
malignant condition of the generative tract should be entertained. This 
was also illustrated in the case previously mentioned with an adenoma- 
tous polyp and ovarian carcinoma. 

Thirteen cases were found in which it was impossible by physical ex- 
amination or curettage to find any lesion (Fig. 1). The follow-up as far 
as was possible to determine showed that these cases remained well. The 
ages varied from forty-four to sixty-eight vears. The menopause dura- 
tion from one year to twenty-nine years. The bleeding in most instances 
was deseribed as scanty for a day or two and in several instances as a 
slightly bloody discharge. In one it was only noted posteoital. Two of 
these cases could be dismissed as incomplete menopause and two had a 
senile colpitis. The endometrium obtained by curettage in all instances 
was negative, in most of the cases being very seanty in amount, and re- 
ported atrophic or normal. 

In eleven instances inflammatory processes were the lesions associated 
with the bleeding. In three the diagnosis of pyometra and inflamed 
corporeal or cervical mucosa was made. The ages varied trom fifty-six to 
sixty-six. The menopause duration was one and one-half to twenty years. 
The bleeding was in the nature of spotting, in most instances of short 
duration. Here, too, curettage resulted in cures as well as could be de- 
termined. Of course, the basic inflammatory change in the mucosa might 
readily explain the occurrence of bleeding. 

From the above it is evident that many lesions of benign nature (a 
number of considerable dignity, 42 per cent of our series of cases) can 
be associated with postmenopausal bleeding. 

In our series of postmenopausal bleeding, 57.5 per cent were malignant. 
There were 5 cases of carcinoma of the vulva or vagina. In 37 eases, 
carcinoma of the cervix was present and in 41 cases, carcinoma of the 
fundus. Of the 15 malignant ovarian cases 3 were sarcomatous and 12 
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carcinomatous, in one instance a fibroid was also present. The ovarian 
tumors represented 14 per cent of the entire group, 8 per cent of the 
whole series being due to malignant ovarian tumors (Table IIT). 


TABLE III. MALIGNANT CASES ASSOCIATED WITH POSTMENOPAUSAL BLEEDING 


Carcinoma of Vulva and Vagina 5 
Carcinoma of Cervix 37 
Carcinoma of Fundus 41 
Carcinoma of Ovary 12 
Sarcoma of Ovary 3 


Fig. 5.—Hypertrophied endometrium associated with a spindle cell sarcoma in a case 
of postmenopausal bleeding fifty-five years of age and eight years postmenopausal. 
The ages varied from forty-four with a menopause duration of three 

years, to sixty-five with a duration of fourteen years. The bleeding was 

described usually as irregular spotting, or slight bleeding at intervals. 

In all instances a palpable tumor was present except in the one ease re- 

ported to me by Dr. Edward Bleyer. 

In the case of sarcoma of the ovary, one spindle cell tumor was associ- 
ated with marked mucosal hypertrophy (Fig. 5). 

In a case of primary carcinoma of the tube with bleeding five years 
after the menopause, the presence of adenomyosis and fibromyoma might 
account for the the bleeding as well as the possibility of bleeding from the 
tubal neoplasm with leakage through the cervix. The remaining group 
of carcinoma of the cervix and fundus require no especial mention as 
the bleeding associated with their presence is easily explained on the 
basis of an ulcerative lesion. 
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COMMENTS 


We ean safely venture an explanation as to the etiology of the bleeding 
in these postmenopausal cases in many instances. In the group of ulcera- 
tive lesions such as surface malignancy or carcinoma of the cervix or 
fundus, or angiomatous conditions, such as polyps or inflammatory 
processes, the cause of the hemorrhagic discharge is evident. In the 
presence of large benign tumors pressure and the resultant change in 
the vascular architecture of the uterus may possibly be a factor. 

In the cases where only a negative or normal mucosa was obtained 
(Fig. 1), in the absence of any local or constitutional disturbance, it is 
possible that the pituitary funetion is at fault. Fluhman has shown 
that there is an inerease of the anterior pituitary hormone in the cir- 
culating blood after the menopause and Hartman has caused bleeding i 
‘astrates by the exhibition of anterior pituitary hormones. 


n 


the uterus either as the only lesion or associated with ovarian cysts or 
fibroids cause uterine bleeding we are led into the realm of conjecture 


In those cases, however, in which benign hyperplasia of the mucosa 


and hypothesis. It is only natural to drag into the explanation the rela- 
tion of ovarian function, mucosal hyperplasias and coincidental bleeding 
(Figs. 2, 3, 4). In the cases associated with malignant ovarian tumors 
(Fig. 5) Meyer and others have aseribed the bleeding to an endocrine 
function of the tumor itself or to a reawakening of the dormant ovary 
with a subsequent hypertrophy of the mucosa of the uterus. 

Dr. Robert T. Frank in one ease of medullary carcinoma of the ovary 
in a child of nine vears found a large amount of female sex hormone in 
the tumor. Whether this same phenomenon is present in careinomata in 
women past the menopause remains to be proved. If this is the case it 
will corroborate the hypotheses of Robert Meyer, that the endocrine fune- 
tion of the tumor itself is a factor in the postmenopausal bleeding associ- 
ated with malignant neoplasms of the ovary. 

In the small series of benign ovarian and uterine neoplasms associated 
with hypertrophied endometrium we did not find in the uterine discharge 
those elements which were previously described in other publications as 
characteristic of menstrual blood (Geist). It is possible that subsequent 
investigations may identify these cases as reawakening ovarian activity 
with menstrual bleeding of pathologic nature. This fact ean be de- 
termined by proper investigation of the circulating blood for the presence 
of female sex hormone in the postmenopausal eases. Should this be 
present and should vaginal blood show the characteristic morphologic 
elements we would be in a position to state more definitely that the bleed- 
ing associated with a nonulcerative lesion was due to a process compar- 
able with the normal menstrual one, due to a reawakening of the dormant 
ovary or to the endocrine secretion of the tumor. 

To summarize, this study demonstrates : 
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1. Postmenopausal bleeding may be due to either malignant or benign 
conditions. Benign, in a large group, 42 per cent. 

2. It emphasizes the importance of a proper follow-up in those cases 
especially, where after the removal of a benign condition, the bleeding 
persists. 

5. The importance of a study of the cireulating blood and the tumor 


for the presence of hormones that may lead to a clearer understanding of 
the mechanism of the bleeding. 
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A CLINICAL PATHOLOGIC STUDY OF 303 CONSECUTIVE 
ABDOMINAL HYSTERECTOMIES 


A. SAMUELS, M.D., F.A.C.S., anp E. 8. Epuavircn, A.B., M.D., 
Bautimore, Mp. 


(From the Gynecological Department, Sinai Hospital) 


ILIS study was made of all hysterectomy operations performed at the 

Sinai Hospital from July 1, 1926, to July 1, 1951. The operators were 
members of the gynecologic and surgical attending staffs and the 
surgical resident, whose work was closely supervised. 

Three hundred and twenty-three uteri were removed, of which 303, 
or 99.4 per cent, were excised by the abdominal route, and twenty, or 
0.6 per cent, by the vaginal route. All the patients were white; two 
hundred and thirteen (70 per cent) were on the private service, and 
ninety (30 per cent) were on the house service. Ninety per cent were 
married women; 78 per cent of these patients having given birth to one 
or more children. The youngest patient in this series was a girl, seven- 
teen years of age, with a marked chronic pelvic inflammation; and the 
oldest, a woman, aged sixty-eight, with bilateral cancer of the ovaries. 

Myomata and inflammatory disease were found in 79.5 per cent of the 
specimens examined in the pathologic laboratory. Myomata were pres- 
ent in 164 patients (54.1 per cent). The majority of these growths were 
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of the multiple variety, in which myomectomy would have been impos- 
sible. Davis and Cusick in a questionnaire sent to leading gynecologists 
in the United States and Canada, received answers which gave an aver- 
age of 71.6 per cent of all hysterectomies done for the removal of 
myomata. In their study of 335 patients who were hysterectomized in 
six different hospitals in Detroit, they found that in 72.16 per cent of 
cases, the uterus was removed because of the presence of myomata. 

As the routine treatment for multiple fibromyomata at the Sinai 
Hospital is hysterectomy, the lower incidence may be explained on the 
basis that the hospital has no accommodations for the colored race, and 
the frequency of myomata in the colored is a well recognized fact. 

Malignaney of the uterus was observed in sixteen cases (5.28 per 
cent). Horwitz in a review of 1237 cases of primary cancer of the 
uterus at the Mayo Clinic, found only ten in Jewish women. He stated, 
after comparing the number of hospital admissions of Jewish and non- 
Jewish patients at the Mayo Clinic, that cancer of the uterus was one- 
fourth as frequent in Jewish women. The occurrence of cancer of the 
uterus in 5.28 per cent of our series is in accord with the findings of 
Davis and Cusick who found in their study 6.09 per cent malignancies. 
The cervix was involved in five cases, and the fundus in ten cases. This 
finding is an unusual one, as most of the textbooks teach that cancer 
of the cervix occurs about eight times as frequently as cancer of the 
fundus. As three of the patients with cancer of the cervix and two with 
eancer of the fundus were non-Jewish, our study shows that cancer of 
the fundus occurred four times as frequently as caneer of the cervix. 
Whether this indicates a greater immunity to cervical involvement or 
a greater susceptibility for the fundal site can only be conjectured. 
Further studies on this subject may yield interesting information. 

Table I shows the types of abdominal hysterectomies performed and 
the pathologie conditions necessitating the operation. Only 27 (8.91 
per cent) panhysterectomies were done, of which 50 per cent were per- 


TABLE I. TYPE OF OPERATION 


SUBTOTAL TOTAL 
DISEASE NO. HYSTERECTOMY || HYSTERECTOMY | PER CENT 
Caneer of the Cervix 5 0 5 | 100 
Cancer of the Endometrium 1¢ 3 7 | 7 
Cancer of the Ovary 5 3 2 40 
Myoma | 164 155 | 9 | 3.5 
Adenomyoma 2 11 1 8.3 
Chronie Pelvie Inflammation 77 75 2 25 
Fibrosis of the Uterus 9 8 1 | 11.1 
Remaining Conditions 21 21 
| | 
Total 303 276-91.09 || 27 8.91 
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formed for malignant conditions. In the group of eancer of the endo- 
metrium, 3 subtotal hysterectomies were performed for some other 
condition and the diagnosis was made in the pathologic laboratory. The 
value of diagnostic curettage is emphasized by this finding, as all these 
patients complained of vaginal bleeding and curettage would have re- 
vealed the true pathology. Only nine (5.5 per cent) complete hyster- 
ectomies were performed in the myoma group. The simplicity of the 
subtotal operation and the increased mortality of the total operation in 
the hands of the less experienced may explain the low incidence of 
total hysterectomies in this study. This explanation probably holds 
also for the 2.5 per cent incidence of total operations for chronie pelvie 
inflammation. 
MORTALITY 


In this analysis of 303 consecutive abdominal hysterectomies, there 
were eight deaths, a mortality rate of 2.6 per cent. The subtotal hyster- 
ectomies numbered 276, with 7 deaths (2.5 per cent). The total death 
rate was 3.7 per cent. 

The incidence of 2.6 per cent mortality indicates the comparative 
safety of abdominal hysterectomies and compares very favorably with 
the results of other Class A hospitals. Davis and Cusick report a 
mortality percentage of 4.68 in their study and Burch and Burch report 
a mortality of 7.5 per cent in a series of 200 consecutive hysterectomies 
at the Vanderbilt University Hospital. 

Pulmonary embolism was the direct cause of death of two patients, 
both of whom had had a hysterectomy performed for multiple myomata. 
One patient died suddenly on the fifteenth postoperative day after a 
normal convalescence. Pathologie study of the uterus revealed a sarcoma 
of the wall. The second patient reacted well from the anesthetic and 
was considered in excellent condition until the fourth postoperative 
day, when, while sitting on the bedpan, she dropped over and succumbed 
within a few minutes. 

Two deaths in this series are attributed to shock. One patient, aged 
forty-one, had a subtotal hysterectomy for chronie pelvic inflammation. 
She became shocked on the operating table and never fully reacted in 
spite of vigorous therapy. Pulse and temperature were elevated and 
death oceurred on the third postoperative day. As hemorrhage was 
not profuse, peritonitis or septicemia may have been the real cause of 
death. The second patient, aged fifty, had a complete hysterectomy 
for cancer of the left ovary. She went into shock on the operating table, 
never reacted completely, and died on the fifth postoperative day. 
Hemorrhage, during the operative procedure was, no doubt, the im- 
portant or contributory factor in the production of this so-called surgical 
shoek. 

Intestinal obstruction was the cause of the death of one patient. This 
patient, aged thirty-five, had a subtotal hysterectomy for multiple 
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myomata; eleven days after operation, a diagnosis of intestinal obstrue- 
tion was made. Ileostomy was performed, but the patient died twenty- 
four days later. A loop of ileum adherent to the stump of the cervix 
was the cause of the obstruction. 

One patient succumbed from peritonitis. This patient, aged thirty- 
two, had a subtotal hysterectomy for multiple myomata. She exhibited 
the usual picture of general peritonitis and death occurred on the tenth 
postoperative day. 

Acute nephritis with uremia was the cause of death of one patient. 
This patient had a Porro cesarean section performed for sterilization 
purposes (having had three previous cesareans for a marked generally 
contracted pelvis). Forty-eight hours after operation, urine presented 
the typical findings of aeute nephritis; anuria soon followed, then 
uremia, and death occurred on the fourth postoperative day. 

The cause of death of one patient is recorded as myocardial failure. 
This patient, aged sixty-eight, had had radium for cancer of fundus 
without checking the uterine hemorrhage. A subtotal hysterectomy 
was performed and the course was a gradual one to exitus which occur- 
red on the twenty-second postoperative day. This patient was markedly 
asthenic, and during the postoperative course developed a psychosis 
which persisted to the end. Although this death is recorded as being 
due to myocardial failure, the general asthenia and debility of the pa- 
tient certainly played an important role in the result, as this patient was 
of the type on whom an operation should not have been done. 

Fibromyomata. (164 cases—54.12 per cent.) 

The age incidence of myomata in this study is in accord with the 
findings of most clinies. In over 90 per cent of this group, myomata 
were found between the fourth and sixth decade. From 20 to 30 years, 
there were found eleven cases (6.6 per cent); from 30 to 40 years, 
sixty-six cases (40.3 per cent); and from 40 to 50 years, eighty-two 
cases (50 per cent). Only five (3.2 per cent) myomata were observed in 
patients over fifty years of age. 

The chief complaints of patients in this group, included the usual 
triad of abnormal uterine bleeding, abdominal pain and tumor of the 
abdomen. These were present in 90 per cent of the patients. Ninety- 
four patients (58 per cent) gave a history of abnormal bleeding; of 
which metrorrhagia occurred as the important symptom in 31.7 per cent 
and as an associated finding in six patients (3.6 per cent). Menorrhagia 
occurred as the chief complaint in 9.1 per cent and as an associated 
finding in twenty-one patients (12.8 per cent). Although abdominal 
pain was the important complaint in 35.9 per cent of the patients, it 
was present with varying degrees of intensity in 78 per cent of the 
patients. Leucorrhea occurred in 28 per cent of the cases. 

Cardiae complications constituted the most predominant associated 
organic derangement found in this group of patients. Sixteen patients 
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(10 per cent) showed some type of cardiac disease ; five with mitral in- 
sufficiency; three with mitral stenosis and in eight, cardiac hyper- 
trophy and dilatation was quite marked. This finding suggests that 
there may be some association of cardiac disease and uterine myomata. 
Hypertension in seven patients; diabetes mellitus in four patients; and 
syphilis in two were the only other important constitutional complica- 
tions of this group. 

The preoperative diagnosis of myoma did not cause much difficulty. 
An error of diagnosis occurred in fifteen cases (9.1 per cent) ; ovarian 
cyst in seven cases and salpingitis in four being the chief sources of 
error. 

Subtotal hysterectomy was performed in 155 cases (94.6 per cent) 
and a total hysterectomy in nine (5.5 per cent). Both ovaries were re- 
moved in thirty-three cases (20.1 per cent). Conservation of the ovaries 
is practiced routinely by the attending surgeons of the Sinai Hospital, 
and though a 20 per cent extirpation may appear to be too high a per- 
centage for conservatism, further study of this group reveals that 21 
patients were over forty-two years of age. Only 7.5 per cent of these 
patients were young individuals and in most of these patients, the 
ovaries were removed because of ovarian pathology. Ovarian trans- 
plantation was not performed on any castrated patient. 

Postoperatively, the following complications were found to have de- 
layed convalescence; pyelitis in four cases; phlebitis in six, and pul- 
monary embolism in three. Pulmonary embolism was attended with 
a high mortality, two of the patients succumbing. Although pulmonary 
embolism was diagnosed in only three cases, it is probable that it oe- 
curred with greater frequency, but as there were no alarming symp- 
toms, the condition passed unrecognized. Suppuration of the wound 
occurred in fifteen cases (9.1 per cent) and of the nine total hyster- 
ectomies performed in this series, three patients developed infection of 
the wound. 


The growths varied in size from 1 em. to 25 em. in diameter and were 
multiple in all but eleven. These eleven uteri presented submucous 
growth which so distorted the size and shape of the uterus, that hyster- 
eectomy was the only possible procedure. Degenerative changes were 
present in 42 per cent of the myomata of which hyalinization and eal- 
cification were the most frequently noted. Liquefaction was present 
in two myomata; red degeneration in three, and five showed marked 
infection. Although sections are taken routinely, from the different 
growths, and also from any suspicious looking area, no evidence of 
malignant degeneration was found in any of the myomata. 

Microscopically, hyperplasia of the endometrium was observed in 
fifty cases (30.5 per cent); forty-two of these patients (84 per cent) 
presented clinically some type of abnormal uterine bleeding. What 
factor hyperplasia played in the production of this bleeding ean only 
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be conjectured, but in growths other than submucous or endometrial 
polyp, its importance cannot be overlooked. 

Adenomyoma of the uterine wall was noted in sections from fifty-eight 
uteri (35.3 per cent). In this pathologie classification were placed all 
sections showing invasion of the myometrium by uterine glands and 
stroma. Sections from most of these uteri showed a typical microscopic 
picture of adenomyoma, but included in this grouping there were some 
atypical sections, which showed only two or three glands seattered in the 
superficial layer of the myometrium, unassociated with endometrial 
stroma. These we recognize as potential adenomyomas and were classi- 
fied under the diagnosis of adenomyoma. Thirty-eight (65.5 per cent) 
of these patients had abnormal uterine bleeding (the réle adenomyoma 
played in the causation of the bleeding cannot be explained). 

Decidual tissue was observed in eight uteri (4.9 per cent). In these 
cases, pregnancy was entirely unsuspected preoperatively by the op- 
erating surgeon and no doubt, had this condition been recognized, 
operative work would have been postponed. 

Sections from seven uteri (4.3 per cent) showed chronic metritis. 
In these cases, there was an associated chronic pelvic inflammation, 
which is evidence of the inadequacy of conservation of the uterus in 
inflammatory disease of the adnexae. 


ADENOMYOMA 


True adenomyoma was observed in twelve patients (3.96 per cent) 
of this series. All of these patients were married and multiparous with 
one exception. Adenomyoma was present seven times in the fifth 
decade, and four times in the fourth decade. The diagnosis of adeno- 
myoma cannot be made preoperatively with any degree of certainty. 
The most frequent error in the diagnosis is with myoma. In this anal- 
ysis, fibromyoma was the clinical diagnosis in six cases (50 per cent) 
and in the other cases, the preoperative diagnosis was distributed over 
six different pathologic conditions. Abnormal uterine bleeding was 
the chief complaint of nine patients (75 per cent) ; metrorrhagia being 
present in eight and menorrhagia in one patient. Abdominal pain was 
the chief complaint of two patients, and was present in four other 
patients. 

Subtotal hysterectomy was done eleven times and total hysterectomy 
onee. Bilateral oophorectomy was done on two patients (16.6 per cent) 
as both of these women were over forty years of age. 

Pathologically, eight uteri showed grossly the typical picture of 
adenomyoma. The uteri were enlarged to the left and posteriorly, and 
varied in size from eight to twelve centimeters. Minute hemorrhagic 
areas were seen scattered irregularly throughout the growths. The 
margins of the tumor and the uterine wall could not be discerned be- 
cause of the diffuseness of the growth. The opposite uterine wall 


ie 
/ 
=% 
4 
pose, 
43 
A 
4 
7 
4 
a 


SAMUELS-EDLAVITCH : ABDOMINAL HYSTERECTOMIES 403 


showed marked thickening measuring as much as 5 em. in diameter at 
the midfundal level. The blood vessels in the uterine wall were very 
prominent and there were numerous areas of connective tissue inter- 
lacing the musculature. Microscopically, the growths showed many areas 
of endometrial glands and stroma, many of the glands were hyperplastic 


and filled with blood. Infection of the wall was observed in only one 
case. 


CHRONIC PELVIC INFLAMMATION 


In this classification were placed all cases of salpingitis of pyogenic 
and gonorrheal origin. There were 77 cases (25.41 per cent) in this 
analysis. Whereas newgrowths of the pelvic organs are the most fre- 
quent pathologie conditions in elderly women, the antithesis in the 
young is salpingitis. 

Three patients were in their teens; 43 (60 per cent) were in their 
twenties; 25 (32.4 per cent) in the thirties and only 6 (7.8 per cent) 
were over forty years of age. Abdominal pain was the chief complaint 
of 65 patients (84.4 per cent). Of these, 20 (26 per cent) gave a history 
of abnormal uterine bleeding, menorrhagia occurring in 15, and metror- 
rhagia in 5 patients. As the chief complaint, abnormal uterine bleeding 
was present in 10 (13 per cent). Severe arthritis was the predominant 
complaint of 2 patients. It is interesting to note that 39 per cent of the 
patients in this group presented abnormal uterine bleeding—a finding 
which is in accord with the accepted belief of the occurrence of menor- 
rhagia and metrorrhagia in chronic pelvic inflammation. Leucorrhea 
Was a constant symptom in every case, and stained smears were positive 
for the gonococeus in 8 eases (10.3 per cent). Syphilis was diagnosed 
serologically in 9 (11.7 per cent) of the patients. This is a significant 
finding, for the occurrence of syphilis in the average run of patients 
of this hospital is less than 4 per cent. 

The clinical diagnosis in this group offered no difficulty. In 73 eases 
(94.8 per cent) the preoperative diagnosis was confirmed by operation 
and by pathologic examination. In 4 cases, chronic appendicitis and 
cystic ovaries were the ineorrect diagnosis made on two occasions. 
Although 9 patients were admitted to the hospital with a tentative diag- 
nosis of acute appendicitis, expectant treatment determined the true 
nature of the disease within a short period of time. 

Subtotal hysterectomy was performed on 75 patients (97.5 per cent) 
and total hysterectomy on 2. Both ovaries were excised in 53 cases 
(68.8 per cent) and 21 (27.2 per eent) had a unilateral oophorectomy 
performed. Of these 21 patients, 14 gave a history of having had both 
tubes and an ovary removed at a previous laparotomy for chronic 
pelvic inflammation. The lapse of time from the first operation varied 
from eight months to nine years; the ovarian tissue was conserved at 
that time because of the youth of the patient. Hence, the total number 
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of patients in this group in whom castration was performed at the time 
of operation was 67 (87 per cent). Although this figure may appear 
unusually high and may denote radical ovarian surgery, the following 
explanations must be taken into consideration: 

1. That in over 60 per cent of these cases, chronic inflammation had 
produced such irreparable damage that conservative measures were out 
of the question. 

2. That many of these patients were wage earners and to suffer 
another economic loss from a possible second operation for the removal 
of a degenerated ovary excluded ovarian conservation. 

Postoperative complications. Bronchopneumonia occurred in three 
patients; ether was the anesthetic used. Pelvic abscess developed in 
two patients and a posterior colpotomy was necessary. Vl yelitis was 
a complication in two cases and phlebitis in two eases. Suppuration 
of the wound occurred 17 times (23.2 per cent). This can be explained 
on the basis of direct contamination from the escape of pus in the re- 
moval of the tube or ovary during operative manipulation. These cases 
were drained vaginally. Abdominal drainage was done once in this 
series. 

Grossly, fibromyomata were found in 9 uteri. These were small sub- 
serous or intramural growths. Two tubes were microscopically the seat 
of an extrauterine pregnancy. Pyosalpinx, unilateral or bilateral, was 
observed in 12 specimens. Tuboovarian abscess was noted 8 times and 
hydrosalpinx 11 times. Microscopically, infeetion of the uterus was 
a constant finding. Sixty uteri (78 per cent) showed definite infection 
of the endometrium. This infection varied in intensity in different 
uteri, some showed only a moderate increase in round cell infiltration ; 
while in others, there were seen in the endometrium extensive areas of 
round eell infiltration, changes in the stromal cells and destruction of 
the glands. Infection of the endometrium was found associated with 
infection of the wall in almost every uterus. Chronic metritis was ob- 
served in 57 uteri (74 per cent). These findings certainly tend to cor- 
roborate the opinion of some gynecologists, who claim that radical 
uterine surgery is a necessity for an absolute cure of chronic pelvic 
inflammation. 


TUBERCULOUS SALPINGITIS 


One case of tuberculous salpingitis (0.3 per cent of the total series) 
was noted in this review. The finding of 1.2 per cent corresponds with 
the general incidence of tuberculous salpingitis. Greenberg in his anal- 
ysis at Johns Hopkins University found tuberculous salpingitis oceur- 
red in 1 per cent of all cases of salpingitis. In this case, there were found 
at operation and from section, the typical lesions of tuberculous in- 
volvement of the tubes. 
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METRITIS 


Four cases (1.5 per cent of the total series) showed a marked degree 
of infection of the uterus. Two patients who were in the third decade 
of life had had a previous conservative operation for chronie pelvie in- 
flammation. One of these patients, aged twenty-nine, had been operated 
upon three years previously, at which time both tubes and one ovary 
had been removed. Abdominal pain occurred nine months later and a 
second operation was necessary. The other patient, aged twenty-seven, 
had been operated upon one year before, at which time a bilateral sal- 
pingectomy was done. Eight weeks before the second operation, the 
patient developed a gonorrheal arthritis and a laparotomy was per- 
formed removing the uterus and ovaries, the foci of infection. The 
remaining two patients, both in the fifth decade of life, had a subtotal 
hysterectomy performed because of severe metrorrhagia. No gross 
pathologie lesions could be demonstrated but microscopically, extensive 
infection of the endometrium and uterine wall was quite marked. 


MALIGNANCY OF THE UTERUS 


Sixteen uteri (5.28 per cent) in this analysis were the seat of malig- 
nant changes. The cervix was involved in 5 cases (1.65 per cent), the 
endometrium in 10 (3.3 per cent) and in one uterus, sarcoma was 
found in the uterine wall. 


CANCER OF THE CERVIX 


All 5 patients were between forty-one and forty-eight years of age, 
were married, and multiparae. Two patients had passed the menopause 
three and a half and two years, respectively. Vaginal bleeding appeared 
in one five months, and the other three weeks before operation. All of 
the patients complained of metrorrhagia, the duration of which varied 
from one week in one patient to nine months in another. In 3 eases, the 
condition was recognized clinically and in 2 cases, the diagnosis was 
made in the pathologie laboratory. These 2 patients were hyster- 
ectomized because of multiple myomata and as suspicious ulceration of 
the cervix was noted, a total operation was performed. The sagacity of 
this procedure was substantiated by the finding of malignancy on routine 
histopathologic study. Panhystereetomy was performed on all the pa- 
tients under general anesthesia. Postoperative pneumonia delayed the 
convalescence of one patient and wound suppuration occurred in three 
eases. The frequent occurrence of infection of the wound in eases hav- 
ing a total hysterectomy performed has been a consistent finding in 
this study, and can only be explained on the basis of direct contamina- 
tion from the vagina. There were no mortalities in this group during 
the hospital stay, but all of the patients were dead within eighteen 
months following the operation. Of the five cases, three were considered 
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inoperable and two definitely operable. One of the three inoperable 
eases had a thorough cauterization of the cervix with the Perey cautery 
and several weeks later, the local involvement had so improved as to 
permit a panhysterectomy to be done. Pathologically, cauliflower 
growths were present in three cases and two cervices exhibited an in- 
durated ulceration well localized and without involvement of the para- 
metrium. Microscopically, all were squamous cell cancers, no cellular 
classification was made. 


ADENOCARCINOMA OF THE FUNDUS UTERI 


Ten uteri in this study were the seat of malignant changes in the 
fundus. These uteri were removed from patients all of whom were 
married and had given birth to one or more children; eight were 
Jewish and two non-Jewish. The ages were widely distributed from 
thirty-seven to sixty-eight years; 2 being in the late thirties; 3 in the 
late forties; 3 in the early fifties and 2 in the seventh decade of life. 
Nine of these patients presented metrorrhagia as the chief complaint and 
one patient who showed no menstrual disturbance came to operation 
because of severe abdominal pain. Seven patients were past the meno- 
pause, for periods varying from four months to twenty years and it is 
interesting that 3 of these patients who were postclimaterie four months 
to two years, complained of vaginal bleeding of only three to six weeks’ 
duration, whereas 4 patients who were postclimaterie ten to twenty 
years, complained of vaginal bleeding of four months’ to one year’s 
duration. The importance of educating women who have passed the 
climaterie period of life to seek medical advice without delay upon the 
reappearance of vaginal bleeding or spotting cannot be too strongly 
urged. 

Diagnostic curettage was performed on 4 patients. Two were sub- 
jected to hysterectomy with the clinical diagnosis of adenocarcinoma, 
and in 3 eases, the malignancy was not suspected and was recognized 
in the pathologie laboratory. In one patient, because of ulceration of 
the cervix, the preoperative diagnosis of cancer of the cervix was made. 
Panhysterectomy was performed 7 times and the subtotal operation 3 
times. In these 3 patients, the clinical diagnosis was myoma, and as 
malignancy was not suspected, an incomplete operation was done. 
Grossly, these uteri showed unmistakable evidence of cancer of the 
fundus. Examination of the opened uterus after excision at the operat- 
ing table would have revealed the true pathologie lesion, and the com- 
plete operation done. Incision of the uterus and examination of the 
endometrium at the table following a subtotal hysterectomy should be 
the routine of every surgeon. Only when this will be done routinely will 
unsuspected malignant changes of the fundus come to light and in- 
complete operations be averted. Spinal anesthesia was used in one case 
complicated by diabetes mellitus, and avertin and ether in one case of 
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chronic myocarditis. Infection of the wound occurred in three cases 
in which total hysterectomy was done. 

Pathologically, four uteri contained intramural and subserous fibro- 
myomata. Grossly 9 uteri showed changes in the endometrium which 
were easily recognizable as being malignant. In 5, the uterine cavity 
was a mass of necrotic, villous, decomposing tissue and in 4, the endo- 
metrium was hypertrophied, polypoid, friable, and spongy. In one 
uterus, there were no gross changes of cancer visible. This case, micro- 
scopically, showed a very early adenocarcinoma of the endometrium; 
so early a change as to suggest cure by curettage operation, several of 
such instances having been recently reported in literature. 


SARCOMA OF THE UTERUS 


In this analysis, one uterus was removed because of multiple myomata. 
These growths were subserous and intramural in variety and all were 
benign to gross and microscopic examination. However, in the left 
fundal wall unassociated with any fibromyomatous growth was observed 
an ulcerated growth of about 2 em. in diameter which on histopathologic 
examination showed definite sarcomatous changes. This was apparently 
a true primary sarcoma arising primarily from the connective tissue of 
the myometrium. 


MALIGNANCY OF THE OVARIES 


Malignancy of the ovaries was noted 5 times (1.65 per cent) in this 
study. Three were primary adenocarcinomata and 2 were papillary 
serous cystadenomata with malignant changes. The three patients with 
cancer of the ovaries were married and multiparae. They had passed 
the menopause for a period of from one and a half to twelve years and 
were fifty, fifty-three and sixty-three years of age, respectively. Vaginal 
bleeding was the chief complaint and had been present from three days 
in one patient to seventeen months in another. Cancer of the ovaries 
was suspected in two cases and eancer of the fundus in the third patient. 

’anhysterectomy was performed on two patients and subtotal hyster- 
ectomy with intestinal resection on the third. Wound suppuration oc- 
curred in both patients having a total hysterectomy. Postoperative 
pneumonia occurred in one case and vesicovaginal fistula was a compli- 
cation in another. 

Pathologically, these three cases presented the usual gross findings 
of cancer which was substantiated by microscopie study. 

Papillary serous cystadenoma with malignant changes, on the con- 
trary, was noted in young individuals. The patients were twenty-four 
and thirty-five years of age; were married and had given birth to one 
or more children. One patient had had an exploratory operation six 
years previous at which time extensive metastases were found involving 
the omentum, intestines, and peritoneum. Only enough tissue for patho- 
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logic study was removed at that time as the disease was considered in- 
operable. At a second operation, the growth was found well localized 
in the pelvis with no evidence of metastases to the abdominal viscera. 
The uterus and ovaries were removed and histopathologic examination 
revealed that cancer was still present, but extensive calcification had 
taken place. This patient is alive and well eleven years after the first 
operation. The second patient was laparotomized for an abdominal 
tumor. Subtotal hysterectomy with bilateral oophorectomy was done; 
patient’s recovery was delayed by a postoperative pneumonia. Exami- 
nation of the ovarian cysts revealed grossly a papillary serous eyst- 
adenoma which on microscopic study showed malignant changes. 


FIBROSIS OF THE UTERUS 

Nine uteri (2.98 per cent) in this series were classified as definite cases 
of fibrosis. Pathologieally all these uteri presented gross characteristic 
changes in the uterine wall. No other pathologie condition was observed. 
All the uteri were enlarged; the walls considerably thickened and 
measuring as much as 6 em. across at the midfundal level. All showed 
numerous sclerotic vessels standing out distinctly in the walls and ex- 
tensive areas of connective tissue could be seen seattered throughout. 
Microscopically, the uterine walls showed marked areas of fibrosis and 
in many places, the myometrium had been entirely replaced by con- 
nective tissue. Advaneed arteriosclerosis of the blood vessels was a char- 
acteristic finding. 

All these patients were married and multiparae, seven were between 
thirty-five and forty-nine years of age. Abnormal uterine bleeding was 
the chief complaint of six patients and menorrhagia was present in two 
other cases. In only two cases was the true condition suspected. The 
preoperative diagnosis in three cases was myoma; in two, ovarian cyst ; 
and in two, abdominal adhesions. Subtotal hysterectomy was performed 
eight times and total once. Bilateral oophorectomy was performed on 
three patients because they were at the menopausal age. Pulmonary 
embolism with recovery complicated the convalescence of one patient 
and wound suppuration occurred in three other cases. 


HYPERPLASIA OF THE ENDOMETRIUM 


There were two patients in this analysis on whom a hysterectomy was 
performed for vaginal bleeding. The only pathologie finding was a 
hyperplasia of the endometrium. These patients were forty-two and 
forty-six years of age, and both had had a diagnostie curettage per- 
formed a short time previous to the laparotomy. Histopathologic exami- 
nation of the uterine scrapings revealed a typical Swiss cheese pattern 
of hyperplasia of the endometrium. Bleeding recurred soon after the 
curettage, and during a period of observation, the bleeding became more 
profuse and a _ subtotal hysterectomy was performed. Pathologic 
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examination of these two uteri showed a marked hypertrophy of the 
endometrium, as the only abnormal findings, and on microscopic study, 
the same picture was noted as in examination of the scrapings. Why 
these patients were not treated with deep x-ray could not be ascertained. 
Normal: Eight uteri (2.6 per cent) exhibited no pathologie findings 
either in the uterus or the adnexa. Two patients in the group were 
single and four were under thirty-five years of age. Abnormal bleeding 
from the uterus was the chief complaint of three patients; abdominal 
pain of two patients, leucorrhea of one, nervousness of one, and pro- 
lapse of one. The preoperative diagnosis varied in these cases covering 
almost the entire field of gynecologic diseases. Subtotal hysterectomy 
was performed in all eight cases, and one patient near the menopausal 
age, had both ovaries excised. These cases should be dismissed with 
comment as being the result of the errors of human imperfection. 


PORRO CESAREAN SECTION 


Four Porro cesarean sections were observed in this study. All the 
patients were multiparae and between twenty-seven and forty-four years 
of age. The indications for the operation were as follows: 


Case I—Generally contracted pelvis—three stillbirths due to 

difficult forceps operation and three cesarean sections. 
Case 1I—Peivie deformity—two previous cesarean sections. 
Case I11—Multiple fibroids in a patient forty-four years of age. 
Case [V—Feeblemindedness. 


One death occurred in this group giving a mortality of 25 per cent for 
this type of operative procedure. 

There was one ease of accidental perforation of the uterus in this series. 
This patient had a curettage operation performed at her home. The 
uterus was perforated and the omentum was found in the vagina. Im- 
mediate laparotomy revealed a uterus so irreparably damaged that a 
subtotal hysterectomy was the only possible procedure. Histopathologic 
examination of the uterine wall and omentum showed marked evidence 
of infection. 

SUMMARY 


1. A series of 303 consecutive abdominal hysterectomies for a variety 
of pathologie conditions is reported with a mortality of 2.6 per cent. 

2. Approximately 85 per cent of the uteri were removed for myomata, 
chronie pelvic inflammation and malignancies, and the important symp- 
toms necessitating surgical aid were pain, bleeding, and tumor. 

3. Cancer of the fundus of the uterus in this series occurs four times as 
often as cancer of the cervix. 

4. Statistical reviews of major surgical operations at periodic inter- 
vals will reveal many interesting facts and tend to increase the efficieney 
of the surgical departments of hospitals. 
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“pO SPERM MORPHOLOGY AND BIOMETRICS REALLY OFFER 
A RELIABLE INDEX OF FERTILITY? 


G. L. Moencu, M.D., New York, N. Y._ 


“TT IS not very unusual to see a clinically sterile couple in whom the 
woman shows no discoverable anomaly and the husband has actively 
motile sperms, I have pointed out in previous papers’ * that ‘the pres- 
ence of actively motile sperms does not constitute proof of the man’s 
fertility and that not a few apparently unsolved eases of disturbed fer- 
tility can be explained by a complete morphologic and biometric 
examination of the spermatozoa, especially of their heads. 

° 

From the 141 eases previously reported upon I drew the following 
tentative conclusions : 

1. A normally fertile man always ejaculates less than 20 per cent 
abnormal sperm heads. 

2. If the head abnormalities rise to between 20 and 25 per cent im- 
paired fertility is to be assumed and above 25 per cent there is always 
sterility. 

5. The graph constructed from 300 or more sperm head lengths in 
normal cases seldom shows a coefficient of variability above 11. 

4. With a coefficient of variability between 11.5 and 12.5 impaired 
fertility is present and above 12.5 sterility. 

5. A graph which shows a skewness of 4 times the probable error or 
more always indicates disturbed fertility because such a graph can only 
be the result of either too many disproportionately large, or dispropor- 
tionately small sperm heads. 

I now have 89 additional cases (making a total of 230) to report upon. 
Of these 89 cases, 5 represented normally fertile couples. The coef- 
ficients of variability of these 5 cases fitted very well into our previous 
normal group (see Fig. 1). Of the remaining 84 couples, 63 had never 
had children; 8 had 1 or 2 children and wanted more; and 12 had had 
abortions but no living children. In one case a doubtful abortion oe- 
eurred. The husbands in the case of the childless couples had no sper- 
matozoa at all in 9 eases (3 times after mumps around puberty with 
testicular atrophy, 5 times after gonorrhea and once unexplained). 
Twenty-seven men had more than 25 per cent abnormal sperm heads; 4 
between 20 and 25 per cent, and one, whose semen only showed 18 per 
cent abnormal sperm heads, had 11.5 per cent narrow and tapering 
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sperm heads. Twenty-four men had normal seminal findings (13 to 18 
per cent abnormal sperm heads and a coefficient of variability between 
8.4 and 11.2). The women in this group were 23 times at least not quite 
normal (closed tubes, hypoplasia uteri, cervicitis, endocrine dysfunction, 
ete.). Some of the disturbances were, however, not marked so that 7 
pregnancies occurred in this group. One woman, still sterile, was ap- 
parently normal, so that the infertility is still unexplained here. All 
told there were 32 abnormal women among the 63 couples where the wife 
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Fig. 1. Fig. 2. 

Fig. 1.—Histogram made up of the coefficients of variability of the normal cases, 
using only the whole numbers and disregarding the fractions. The stippled areas are 
the previously reported cases, the cross hatched areas the 5 new ones. The numbers 
on the vertical line show the number of cases, those on the horizontal line the value 
of the coefficients of variability. 

Fig. 2.—Graph made up from 300 sperm head lengths (measured in half and 
whole mm. at 3000 diameter magnification). The wife of this man had a cervicitis and 
became pregnant as soon as this was cleared up. Numbers on the vertical show the 
number of sperm heads of a particular size, numbers on the horizontal the size of the 
sperm heads in mm. at 3000 diameter magnification. 


had never become pregnant. In 5 cases the woman had closed fallopian 
tubes and the man no spermatozoa at all following gonorrheal occlusion 
of the vasa deferentia, 

To show the importance of a careful examination of the semen I have 
placed side by side the abstracts and seminal findings of two clinically 
apparently similar eases: 


CaseE 1. 


J. M., white woman, twenty-four years old, married 2 years, never preg- 
nant, no contraceptives ever used. The physical examination showed no abnormalities 


saan 
saan 
suse 
Litt 
“a 
te 
| 
| | 
| 
| 
PRED 
= 
3 


412 AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


except a marked cervicitis. The husband was thirty years old and physically normal. 
The semen contained many actively motile spermatozoa. Head abnormalities were 
only 13 per cent and the coefficient of variability was 8.673 + .240 (see Fig. 2). After 
the cervicitis was cleared up the wife promptly became pregnant. 

CasE 2.—E. F., white woman, twenty-six years old, married three years, never 
pregnant, no contraceptives used. The only physical abnormality was a marked 
cervicitis. The husband was physically normal, twenty-nine years old. The semen 
contained many actively motile spermatozoa, but there were 28 per cent abnormal 
head forms present and the coefficient of variability was 12.600 +.352 (see Fig. 3). 
Although the cervicitis was cleared up, pregnancy did not occur and has not up to 
now, two years later. An artificial impregnation carried out by another gynecologist 
also ineffective. 


In the 8 couples who had had children but wanted more, the husband 
was over fifty years old in 4 instances and close to fifty in 2 others. Ap- 
parently a diminution of the fertility had set in in these cases purely on 
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Fig. 3.—Same type of graph as Fig. 2 made up likewise from 300 sperm head 
lengths. Notice the skewness present here. The wife here too had a cervicitis but she 
did not conceive even after the lesion was cleared up. See also text. 
the basis of age. The head abnormalities in these cases were always 
abundant, between 21 and 31 per cent. One woman of this group had 
closed tubes at the time of the examination apparently after an induced 
abortion and one had grown very stout and was an evident case of endo- 
crine dysfunction. 

In the 13 couples who had had no children but where the wife had had 
one or more abortions, the woman had closed tubes 5 times after induced 
abortion and the husbands showed between 20 and 25 per cent abnormal 
sperm heads in 6 eases. In 2 cases no cause at all could be found for the 
spontaneous abortions which the woman had had. Thus among 84+ 
cases the man was apparently normal in 33 and the woman in 44/7 These 
figures are, however, not to be taken as generally applicable because our 
cases were not random samples but more or less picked. Thus very often 
a man was sent to me only because the sterility in the partiewar case 
was not explained, I think it is worth while to emphasize that 7 out of 
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10 women, whose husbands had between 20 and 25 per cent abnormal 
sperm heads, had had spontaneous abortions,, 

he findings in these additional 89 cases, thus Seem to corroborate in 
every way the tentative conclusions which were drawn from the pre- 
viously investigated 141 cases so that I really believe, we may say that a 
morphologic and biometric examination of the semen offers a method for 
discovering disturbed male fertility. 

In interpreting the seminal findings one must, however, not forget that 
seminal morphology and biometrics do not necessarily run parallel for 
reasons already stated (Moench, |. ¢.). Thus neither a normal mor- 
phology alone nor a normal biometric result alone means that the semen 
is normal. On the other hand a disturbance in either one of these 2 fae- 
tors means disturbed spermatogenesis and thus impaired fertility. A 
marked skewness also indicates the same thing. 

It may seem improbable to some of my readers that such a relatively 
small percentage of abnormal heads can have any influence on fertility. 
1 believe, however, that the correct interpretation of my findings is that 
the number of abnormal sperm heads indicates the degree of the sperma- 
togenice disturbance and that the other sperm heads although they may 
appear normal to our rather crude microscope, are not normal when the 
disturbance of the spermatogenesis reaches certain high levels. 

Perhaps this explanation may still not satisfy some of the skepties. 
They perhaps cannot believe that such minute details of seminal examina- 
tion can really constitute an indicator for male fertility. Here I can 
only answer that among all our cases there was not a single one in which 
the clinical outcome of the marriage contradicted the prognosis which we 
had made purely on the basis of the microscopic findings. Thus the 
wives of a number of men whom we declared normal, became pregnant 
later on, but not a single woman, whose husband we found sterile aceord- 
ing to the standards outlined here, became pregnant as long as the dis- 
turbance of the spermatogenesis persisted. There were also many eases 
which had been considered unexplained before which almost explained 
themselves when the results of the semen examination were taken into 
consideration, 
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VESICOURETERAL REFLUX AS AN ETIOLOGIC FACTOR IN 
PYELITIS OF PREGNANCY 


L. Morris, M.D., F.A.C.S., anp James Brunton, M.D., 
Derrorr, Micn. 


URING the past twenty years numerous investigations have been 
carried out in an attempt to definitely determine the true etiology 
of pyelitis of pregnancy. At this time no definite factor or factors have 
been agreed upon, but the results of the various investigations have 
added considerably to our knowledge of the frequency, pathology, and 
treatment of this condition. 

Two modes of infection of the renal pelvis are described by nearly 
every writer on this topic: (1) hematogenous, and (2) lymphogenous. 
The question as to whether there is an ascending infection by way of 
the lumen of the ureter and a resultant infection has been reopened re- 
cently by Barksdale.’ 

The views of many writers that this type of renal infection is see- 
ondary is significant. The original focus of infection may be in the 
upper respiratory tract, teeth, tonsils, sinuses or gastrointestinal system, 
the organism gaining entrance to the kidneys by the circulatory or 
lymphogenous routes. McComb? mentions the ascending lymphogenous 
route in eases of pregnant women with cystocele, residual urine, and 
bladder infection. 

Since the bacteriologice findings indicate that in the majority of cases 
Bacillus coli is the offending organism, the gastrointestinal system is 
looked upon as the original cause of this condition. Constipation is 
common among these women, although many are loath to admit it. 
One daily bowel movement is not evidence that constipation does not 
exist; the rectum may not be completely emptied at each defecation. 
Franke and Stahr, as quoted by Shields,* have shown that the lymphatics 
of the large bowel on the right side pass over the capsule of the right 
kidney, and that the deep lymphatics of the kidney communicate with 
those of the capsule, which may substantiate the theory of direct in- 
vasion of the kidney from the large bowel by way of these lymphaties. 
The question of uterine pressure upon the ureters at the pelvie brim seems to be 
totally discounted by the majority of recent contributors. They do not however, 
waive the factor of uterine compression in the pelvis. Carson* reports 16 eases 
of pregnaney which came to autopsy, and in each case the enlarged uterus was seen 
to press directly upon the right ureter, and that from this point upward the ureter 
was definitely dilated. He contends that the sigmoid flexure of the colon seems to 
protect the left ureter to some extent. When the uterus was lifted out, the pelvic 
portion of the ureter was seen to fill. Apparently there are still some adherents to 
the view that mechanical pressure is an etiologic factor in pyelitis of pregnancy, 
quoting the dextrorotation of the pregnant uterus as an additional faetor. 
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We are indebted to Dunean and Seng® for a detailed and comprehensive study of 
the urinary tract during pregnancy. In their investigation of 78 cases, they have 
reported finding a general engorgement and congestion of the urethra, and bladder 
mucosa; and a congestion, lengthening of the diameters and elevation of the inter- 
ureterie ridge of the trigone, all these occurring as early as the eighth week. They 
could not demonstrate any changes in the ureteral orifices. 

Dilatation of the ureters has been investigated by a number of authors, notably 
Hofbauer,® Duncan and Seng, Baird,’ Crabtree,’ and others. 

Very few writers mentioned the question of stasis due to renal dystopia. Pugh’ 
cites this as a predisposing factor, Stevens and Henderson” mentioned the fact 
that four-fifths of the cases of renal dystopia occur in women, In our own in- 
vestigations" we know that renal dystopia occurs on the right side in 32 per cent 
of all investigated cases; that the majority of these cases, even while not pregnant, 
harbor infection in the renal pelvis; and that wemen are more prone to renal dystopia 
than men, irrespective of age and weight. We consider that stasis could easily be 
an important etiologic factor in pyelitis of pregnancy, and perhaps a very important 
one, 

The recent clinical and pathologie findings of a number of writers have turned 
the attention of those interested in this question to the changes in the ureteral wall 
during pregnancy, Papin® reports Jolly’s findings of ureteral dilatation in 12 
to 15 per cent of cases of pregnancy. The right ureter being involved more often 
than the left, and if there is involvement of both, the right shows the greatest amount 
of dilatation. Dunean and Seng have confirmed these findings, and also state that 
it is demonstrable as early as the sixth week in multiparae, and the tenth week in 
primiparae. This condition reaches its maximum during the twenty-fourth week 
in primiparae and the twenty-second week in multiparae. The right ureter showed 
some dilatation in every one of their 78 cases. Bilateral dilatation was more com- 
mon in multiparae. They were also impressed with the fact that the ureter, like 
the perineum, involutes to a normal but relaxed state, and that there is some 
degree of dilatation long after the rest of the tissues had resumed normal. Ureteral 
distortions were found as early as the sixteenth week and more frequently in the 
antepartum cases. Marked hydronephrosis was found more frequently in multip- 
arae. They consider stasis to be an important factor in the development of 
pyelitis. In their eases the left pelvis emptied itself in the normal limit of seven 
minutes. In the delayed cases the right side outnumbered the left in the propor- 
tion of four to three. Ureteral dilatation and hydronephrosis appear and reach 
their maximum early in pregnancy. Stasis however, does not appear until the 
twentieth week. They agree with Carson that pressure at the pelvic brim is re- 
sponsible for the dilatation of the ureter, and that stasis was relieved after the 
delivery of the child. 

An inerease in the amount of connective tissue and muscle fibers has been 
demonstrated by them; a moderate amount in the upper third; a less amount in 
the middle third; and a marked inerease in the lower third. They believe that this 
hyperplasia is a protective measure against regurgitation and only becomes patho- 
logic when the musculature becomes atonic. 

Baird, reporting the results of his investigation of 1000 cases of pregnancy 
admitted to the Glasgow Royal Maternity and Women’s Hospital, found 429 urinary 
tract infections, and 163 of these with pyelitis. He agrees with Duncan and Seng 
that the hyperplasia occurring in the ureteral wall is a protective mechanism to 
increase the tonicity of the ureter and overcome dilatation. 

Hofbauer discounts the compression theory since many cases of pyelitis occur 
in the early months of pregnancy when the uterus has not attained sufficient size to 
be a factor, and he also considers the theory to be incompatible since the specific 
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gravity of the pregnant uterus is the same as that of the other abdominal organs 
(DeLee). He has described in great detail the pathologie findings in the ureters 
during pregnaney which consists of definite hyperplasia and hypertrophic changes 
in the lower third and juxta vesical ureter where it passes through the parametrium, 
and has found that similar changes occur in the trigone. Such changes are less 
marked in the abdominal ureter. He also states that the mucosa of the ureter 
shows thickening due to edema. The changes noted in the ureters are also found 
in the interureteric ridge of the trigone. The striated muscle of the vesical neck 
and proximal portion of the urethra are definitely increased. As a result of these 
changes there is a tendency for the lower portion of the ureter and trigone to be- 
come a dense unyielding structure, and a definite bas fond is formed beyond the 
trigone resulting in residual urine and stasis. Pemberton in discussing Hofbauer’s 
paper considers that if this explanation is the fundamental one then pyelitis should 
be more frequently bilateral. 

We have considered it necessary to review the current literature on 
the etiology of pyelitis of pregnancy before presenting our own findings, 
in order that a complete understanding of the whole phase of the sub- 
ject might be more clear. 

The problem we outlined for ourselves was to determine as far as 
possible whether the theory of ascending infection to the renal pelvis by 
way of the lumen of the ureter was tenable, and if so to what extent it 
is a faetor in pyelitis of pregnancy. Our investigation was prompted 
by a recent article by Barksdale, in which he demonstrated the phe- 
nomenon of reflux in 83 per cent of pregnant dogs. This means of 
ascending infection has been considered for some time since Youne'® 
in 1898 attempted to demonstrate reflux, but without success. Eisen- 
drath'! reported that reflux did not occur in his series of 41 cases of 
pregnancy. Bumpus,'* at the Mayo Clinic, demonstrated 89 cases of 
reflux in a series of 1036 cystograms, and coneluded that reflux was 
never found in the normal bladder except in children. Kretschmer'® 
reports the finding of reflux in children under anesthesia. 

There is a difference of opinion as to the causation of reflux. That 
it may be due to a congenital inability of the lower end of the ureter 
to oppose the reflux when the bladder contracts is admitted, but this 
would be applicable in only a very few eases. 

There are other groups of cases where reflux has been demonstrated : 
(1) severe acute cystitis, (2) chronic nontuberculous infections of the 
entire urinary tract, (3) genitourinary tuberculosis, (4) mechanical ob- 
struction at the bladder outlet, (5) cases of neurologic origin (spinal 
injuries, myelitis, spinal syphilis), and (6) pernicious anemia. 

Papin has been able to demonstrate reflux by a slow filling of the bladder in ap- 
parently normal individuals, which might support the theory that reflux can oceur 
by a hypertonic contraction of the bladder wall on its contents, and thus permit 
the opening of the ureteral orifices and reflux to occur. If an acute or chronie in- 
flammatory change in the vesical or ureteral wall interferes with proper closure of 
the ureteral orifices, ascent of the bladder content can be expected, but one could 


hardly term this a reflux; more properly regurgitation, since it implies a gaping 
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ureteral opening and lack of complete physiologic function of the intraparietal 
ureter. 

Satani™ following animal experimentation has stated that there is normally no 
reflux into the ureter, and that prevention of reflux is referable to a physical and 
physiologic activity: (1) the distended muscle fibers over the ureter tend to press 
the ureter together, (2) a layer of longitudinal muscle is found on the outer side 
of the intraparietal part of the ureter, and (3) Waldeyer’s sheath covers the medial 
side of the small section just above the intraparietal part. The contraction of the 
outer fibers tends to close the orifice, and contraction of Waldeyer’s sheath 
causes the lip-shaped upper rim to protrude. 


During the past five months we have conducted a elinical investigation 
in 104 cases of pregnancy in the third trimester, with a view to ascertain- 
ing the frequency and significance of vesicoureteral reflux. Cases in the 
third trimester only were selected; as we considered that the maximum 
effects of uterine pressure would be apparent in that period, if uterine 
pressure could be a factor in the etiology of pyelitis during pregnancy. 

Catheterized specimens were taken in every case, for the purpose 
of obtaining routine chemical urinalysis, cell counts, and cultures. 
Every care was taken to observe a strict aseptic technic. The bladder 
was slowly filled and 30 ¢.¢. of 15 per cent sodium iodide added. No 
attempt was made to distend the bladder to the point of discomfort, as 
we did not wish to set up bladder spasm by distention. Each patient 
was placed in exaggerated Trendelenberg position for ten minutes, 
and at the end of that time eystograms were taken on a 14 by 17 film. 

In the whole series of 104 cases the phenomenon of ureteral reflux 
could only be demonstrated in two: 


Case 1.—There were no symptoms referable to the genitourinary system.  Uri- 
nalysis, culture and cell counts did not reveal any evidence of infection. The re- 
flux was bilateral and confined to the lower third of the ureters. It was noted at 
the time that this patient had voided some of the contents of the bladder during 
the ten-minute period and before the cystogram was taken. This case may be either 
a congenital one, or as mentioned previously, as having a hypertonie contraction 
with reflux. Cystoscopy after term showed bilateral elevated and gaping ureters, 
but no evidence of infection was obtained. Repeated attempts have been made to 
have this patient return for further check up by means of pyelograms, but without 
success. She was a para i, aged twenty-nine. 

Case 2.—This woman had no genitourinary tract complaints beyond that of back- 
ache, and slight frequeney of urination which she attributed to the pressure of the 
uterus. She was returned to the urologic department after demonstration of right 
ureteral reflux, and a large amount of pus in the urine. Treatment was instituted 
and an attempt was made to demonstrate any abnormality of the genitourinary 
tract by means of intravenous skiodan but without success. Improvement was 
noted antepartum following cystoscopy and drainage by means of ureteral catheter- 
ization. There was an obstruction to the right catheter about 2 to 3 em. from the 
ureteral opening. Twelve days postpartum she was ecystoscoped and turbid urines 
were obtained from both kidney pelves. An inbulging of the right ureteral opening 
was also noted. Cystogram showed a pronounced irregularity in the region of the 
right ureteral opening resembling a diverticulum. Pyeloureterograms were made, 
and films showed a large grade four pelvis on the right side with a right megalo- 
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ureter, tortuous throughout its extent. There was some dilatation of the left pelvis 
and ureter, The bladder had a large capacity. <A bilateral renal ptosis was also 
noted. Another set of pyeloureterograms were taken, six weeks following delivery, 
and the conditions noted before were still present, but dilatation of the right ureter 
was not so pronounced, 


Multiparae made up the largest group in this series with a total of 62 
and the parity of this group was arranged as follows: 


Para ii 28 
ii 15 

iv 10 

v 1 

vi 3 

vii 2 

viii 2 

xi 1 

62 


The remaining 42 were, of course, primiparae. 

The type of infection encountered was staphylococcus and Bacillus 
coli. Forty-one eases grew organisms on culture and in none of these 
were there any symptoms of genitourinary tract disturbance. Staphylo- 
coccus occurred in 34 and Bacillus coli in 7 eases. There was a total of 
60 with evidence of foeal infection, chiefly in the teeth; of that number 
23 showed evidence of urinary tract infection, the remaining 37 did 
not. Evidence of infection was obtained on culture in 18 eases who 
were without focal infections on examination. 

Other writers have found Bacillus coli to be the preponderant or- 
ganism in urinary tract infection during pregnancy. It might be sug- 
gested that the large incidence of staphylococcus infection in our series 
could be due to the focal infections. We know that asymptomatic bae- 
teriuria does occur in pregnancy, but one would hardly expeet it in so 
large a number of cases. 

Seven cases at subsequent examinations were diagnosed as definite 
higher urinary tract infection. In none of these could reflux be demon- 
strated. The distribution of these infections is as follows: 


Bilateral Pyelitis 3 Right Pyohydronephrosis 
Left Pyelitis 2 with Right Hydroureter and 
Right Pyelitis ] Bilateral Ptosis 1 


From a consideration of our findings in this series, it would seem that 
if the pathology previously noted by Hofbauer is correct, and the lower 
portion of the ureters and trigone are involved in a structural change 
forming an ‘‘unyielding rigid tube,’’ then reflux should be demonstrable 
in a larger number of cases, particularly in the multiparae who have 
had a number of pregnancies. We cannot conceive of the changes he 
describes taking place a number of times without causing an atonicity 
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of the lower end of the ureter and trigone. We are inclined to the be- 
lief that this structural change is a protective mechanism to preserve 
tone and function in these structures. 


It would also seem apparent that only in an isolated case can reflux be 
demonstrated in an individual without signs of urinary tract infection. 
The presence of a higher urinary tract infection with involvement of 
the ureters and bladder is not sufficient to give rise to reflux unless 
accompanied by an atonicity of these structures; in that event, the in- 
fection and involvement of the genitourinary tract would be quite ex- 
tensive as noted in our second case. Reflux could not be demonstrated 
in our seven cases of higher urinary tract infection, although one of 
these had progressed to the stage of a pyohydronephrosis with hydro- 
ureter. 

The presence of cystocele during pregnancy is not an obstructive 
lesion in so far as reflux is concerned. In this series there were thirteen 
with cystocele, and reflux was not demonstrable. 

We are of the opinion that the question of stasis should be given more 
consideration as an etiologic factor in pyelitis of pregnancy. In the two 
severe cases of infection in this series renal ptosis was demonstrated. 

In no patient was there the slightest evidence of interference or inter- 
ruption of the pregnancy as a result of the cystograms made in the 
Trendelenberg position. 
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411 PROFESSIONAL BUILDING. 


AN ACCOUNT OF A YEAR’S SERVICE IN OBSTETRICS AT THE 
MORRISANIA HOSPITAL: A PUBLIC INSTITUTION* 


Harry ArANow, M.D., New York City, N. Y. 
(Director of Obstetrics) 


REALIZE fully that a short series of one thousand cases cannot be ot 

great interest to a society of specialists, vet I believe such a report will 
add some proof to the theory that the most important causes of the prevail- 
ing high mortality rate are unnecessary interference and lack of proper 
training of the obstetric attendant. 

Starting with a partly finished, partly equipped, new municipal hos- 
pital, a new staff of men who never worked together, a new staff of nurses, 
without any established technic, refusing no admissions and accepting all 
the desperate cases that are brought in by the public ambulance, we sue- 
ceeded in making a fairly creditable record. This we did by eliminating 
unnecessary interference and so supervising the work of the staff, that, 
while enjoying full freedom of action, the men were guarded against go- 
ing beyond their depth. 

The Morrisania Hospital, a municipal institution, was opened on July 
1, 1929. During the first vear we had a total of 976 deliveries. Of these, 
375 or 38 per cent of the mothers were primiparae and 601 or 62 per cent 
were multiparae, 739 or 75 per cent were white and 237 or 25 per cent were 
colored, 881 delivered normally and only 95 were delivered by operation, 
an operative incidence of 9.7 per cent. 


TABLE I. OPERATIVE DELIVERIES 


FETAL DEATH 


OPERATION NUMBER | FREQUENCY | MATERNAL DEATHS |—————__ = 
| NEO. | STILLBIRTH 
Low foreeps 57 5.9 | 0 1 2 
Mid forceps 18 | 1.8 0 0 1 
High forceps 0 | 0 0 | Oo | 0 
Version 14 | 1.4 2 3 6 
Cesarean section 6 | 0.6 0 | 1 0 
Total 95 | 9.7 | 2 5 9 


Forceps applications were strictly limited to definite indications in the 
interest of mother or child. The three fetal deaths in low forceps deliveries 
include, one macerated stillbirth, one ‘‘baby dead on admission,’’ and one 
neonatal death caused by a congenital anomaly. The one stillbirth in a 
midforeeps delivery was caused by a prolonged labor. There were no ma- 
ternal deaths. 


*Read by invitation at a meeting of the New York Obstetrical Society, May 11, 1932. 
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Most of the versions were done for serious indications. As a result of 
the underlying complications, the maternal and fetal mortality was neces- 
sarily high. The indications included, prolapsed cord 2 cases, transverse 
position 2 cases, placenta previa 4 cases, toxemia 2 cases, delay in delivery 
of the second twin 3 eases, and elective 1 case. The causes of death in the 
mothers were bronchopneumonia 1 and eclampsia 1. There were 6 still- 
births as follows: a premature, one of twins (no apparent cause found), a 
prolapsed cord with no pulsation on admission, nephritis of mother and 
prematurity, placenta previa of mother and eclampsia of mother. There 
were 3 neonatal deaths, one baby with congenital atelectasis and two in 
mothers with placenta previa. 

Cesarean section was resorted to 6 times, an incidence of 0.6 per cent. 
The indications were as follows: previous cesarean 2 cases, and contracted 
pelvis 4 cases. The low flap operation was done twice and the classical 4 
times. There was no maternal mortality and one neonatal death was 
caused by a gastrointestinal anomaly. 

There were 330 lacerations of the perineum, an incidence of 33 per cent, 
186 were in primiparae and 146 in multiparae. Of the lacerations 247 or 
75 per cent were first degree, 80 or 24 per cent second degree, and 3 or 
0.9 per cent third degree. Unilateral episiotomy was performed 39 times, 
an incidence of 1.2 per cent, showing a strongly conservative tendency. 

We had a total of 944 vertex, 29 breech and 3 transverse presentations. 

Persistent occipitoposterior position requiring interference occurred 9 
times, an incidence of 0.9 per cent. The Pomeroy maneuver followed by 
forceps was used 4 times, the Scanzoni 4 times, and manual rotation of the 
head followed by forceps once. We were fortunate in getting perfect re- 
sults. The low incidence of interference in a successful series is a strong 
argument in favor of a ‘‘ watchful waiting’’ policy in the treatment of 
posterior positions. 

Face presentation occurred 3 times, 2 mentoanterior and one mento- 
posterior which rotated anteriorly. All delivered spontaneously. 

Breech presentation was encountered 29 times, an incidence of 2.9 per 
cent. Our treatment was strictly conservative. We had no maternal mor- 
tality and anapparently high fetal death rate, 8 stillbirths and 2 neonatal. 
However, 7 of the 8 stillbirths were early, nonviable prematures, and one 
of the neonatal deaths was caused by a congenital primary anemia. This 
gives a corrected mortality of 2 or 6.9 per cent. 

Transverse position occurred 3 times. One baby was dead on admission, 
one was stillborn, and one survived. All the mothers did well. 

We had 31 cases of hemorrhage complicating pregnancy and labor. 
Nineteen were caused by atony of uterus, 2 by retained placenta, 6 by pla- 
centa previa, 3 by premature separation of placenta and 1 by rupture of 
uterus. In 11 of the cases of atony of the uterus the hemorrhage was c¢on- 
trolled by massage, pituitrin, and ergot and in 8 by uterine packing. Of 
the retained placentas one delivered spontaneously and one had to be re- 
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moved manually. Five of the placenta previas were marginal and one 
central. They were all treated conservatively, one by rupturing the mem- 
branes, four by bagging followed by version, and one by forceps. 

Because of some very tragic experiences with the conservative treatment 
of placenta previa, I have come to the conclusion that cesarean section is 
the safest procedure in the majority of cases. My associates, however, feel 
that in a well established hospital, with everything set for an emergeney, 
the conservative treatment is just as safe and, thus far, they have proved 
their contention. 

All the cases of premature separation of the placenta were mild. One 
delivered spontaneously and two were delivered by bagging and version. 

The case of ruptured uterus was brought in on the ambulance in shock 
and died from shock and hemorrhage within an hour. This was our only 
death from hemorrhage and shoek. 

There were 21 cases of late toxemia of pregnancy; 6 preeclamptic, 6 
nephritie, and 9 cases of true eclampsia. 

Of the preeclampties + were primiparae and 2 multiparae. They were 
all treated conservatively by rest in bed, eliminatives and, when indicated, 
sedatives. One para iv with a history of a previous eclampsia was induced 
by bougie and packing. All the mothers and all the babies, including one 
premature, were saved. 

Our diagnoses of nephritic toxemia were checked by the recognized kid- 
ney function tests. Of the 6, 3 delivered normally, one was induced and 
delivered normally, one was delivered by forceps, and one by bagging and 
version. All the mothers recovered, but we lost 3 of the babies, one from 
the toxemia of the mother and 2 from prematurity. 

All of our eclampsia cases were emergency, i. e., they were brought in 
on the ambulance, not one of them coming from our prenatal clinic. To 
the credit of the men in charge of our prenatal clinic let me repeat the fact 
that not one of their cases developed eclampsia. Of the 9 eclampsias 7 
were in primiparae and two in multiparae: 5 developed convulsions ante- 
partum, 1 intrapartum, 1 postpartum, and 2 combined. Our cases were 
nearly all of the severe, neglected type. They were all started on the 
Stroganoff method until the convulsions were controlled. If their general 
condition did not show any marked improvement, labor was induced. We 
lost two of the mothers, an uncorrected mortality of 22.2 per cent. Only 
two of the babies were full term and they were both saved. The other 7 
were premature ; 6 were stillborn, and one died shortly after birth. 

Five cases of serious organic valvular heart disease were encountered. 
Four had double mitral lesions and one a mitral regurgitation. Two gave 
a history of previous decompensation and one was decompensated at the 
time of admission. With rest in bed (our rule is to keep all serious cases 
of cardiae disease in bed for four weeks before delivery ), diet, medication, 
and careful management of their labor, all our patients delivered and were 
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discharged apparently none the worse for their experience. One baby 
died from congenital atelectasis. 

According to our reeords we had only 9 cases of serious pelvie contrac- 
tion ; one general contraction, one funnel type, and 6 flat pelves. The one 
with general contraction delivered normally after a prolonged labor. The 
2 with contracted funnel type pelvis were delivered by cesarean section. 
Of the 6 with simple flat pelves, 4 were delivered by cesarean section, one 
by mid-forceps, and one by version. All the mothers did well, but we lost 
3 of the babies, one stillbirth from intracranial hemorrhage, one prema- 
ture, and one from a complicating enterocolitis. 

We had 75 patients in whom the temperature was 100.4 or over on two 
successive days exclusive of the day of delivery, an uncorrected morbidity 
of 7.7 per cent. In 25 of the cases the temperature was due to the follow- 
ing complications: pyelitis 4, cystitis 1, thrombophlebitis 1, upper respira- 
tory infection 6, bronchopneumonia 3, catarrhal jaundice 1, ulcerative 
colitis 1, and wound infection in abdominal deliveries 2. We had only 11 
cases of cracked nipple and one breast abscess. We attribute this good re- 
sult to the short nursing periods at long intervals in our obstetrie care dur- 
ing the first few days postpartum. In our opinion the most common cause 
of eracked nipple is suction on an empty breast. 

Four maternal deaths occurred, an uncorrected mortality of 0.4 per 
cent. The features of these were as follows: 


CASE 1. Ruptured uterus.—The patient was brought in to the hospital in severe 
shock. She had been under the care of a private physician and apparently in normal 
labor at home. Members of the patient’s family saw the doctor give the patient a 
hypodermie injection. A few minutes later the doctor came out ‘‘in great excitement’’ 
and told the family that the patient had had a convulsion (?) and that she must be sent 
to a hospital at once. The patient delivered while she was being prepared in the labor 
room. The delivery was followed by a profuse hemorrhage. One of my associates ex- 
pressed the placenta and packed the uterus and vagina. An infusion was started but 
the patient died. Postmortem examination showed a laceration of the cervix extending 
into the body of the uterus. 


CAsE 2.—Upper respiratory tract infection and prolapsed cord. Patient entered 
the hospital with prolapsed cord. She had a bad ‘‘cold,’’ and was not in labor. For 
some unexplainable reason, one of my associates replaced the cord and packed the cervix 
and vagina although the cord was not pulsating. When the patient’s pulse rose to 148 
and the temperature to 101.8°, the following day he ‘‘added insult to injury’’ by doing 
a version and extraction. The next day the patient showed definite symptoms of bron- 
chopneumonia and died four days later. Although the patient might have died from her 
bronchopneumonia, the operative bungling did not help her any. 

CAsE 3. Eclampsia.—A para ii, who had no prenatal care, suddenly began to vomit 
and had three violent convulsions. She was admitted in deep coma and never recov- 
ered consciousness. Delivery took place two hours after admission but her condition 
did not improve and she died two days later. 

CasE 4. Eclampsia.—A para i, seven months pregnant. Patient had no prenatal 
care although she gave a history of vomiting and headache since the third month of her 
pregnancy. Three days prior to admission she developed edema of the face and ankles. 
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On admission the diagnosis of threatened eclampsia was made. Her urine showed a 
heavy trace of albumin, and a few hyaline and granular casts. Her blood chemistry 
was practically normal; her blood pressure was 198 over 130. She was put in a special 
eclampsia room, on a Carrell diet and eliminatives. Three days after admission she 
had a convulsion. On a modified Stroganoff treatment she seemed to improve; her 
mind was clear and she had no convulsions for five days. Then several convulsions 
came in rapid succession. Labor was induced with a Voorhees’ bag and she was de- 
livered the same day. However, she went into coma and died two days later. I do not 
know exactly where we made our mistake, but I feel that this patient might have been 
saved by more radical treatment. 


SUMMARY 


A series of nearly a thousand cases was delivered in a municipal hospital 
under strictly conservative obstetrics with a total operative incidence of 
less than 10 per cent, a cesarean section incidence of 0.6 per cent, an un- 
corrected maternal mortality of 0.4 per cent, and an uncorrected morbidity 
of 7.7 per cent. If we eliminate the cases of ruptured uterus and fulminat- 
ing eclampsia (both outside cases which were brought to the hospital in 
extremis), our mortality was only 0.2 per cent. If we eliminate all non- 
obstetric causes our morbidity rate was 5 per cent. 

In conclusion I wish to thank my former resident, Dr. Jacob Clahr, who 
has gathered and classified this material for me. 


ABSTRACT OF DISCUSSION 


DR. GEORGE W. KOSMAK.—-Dr. Aranow is to be commended for developing in 
his staff the conservative attitude of mind which is refleeted in such satisfactory re- 
sults. We need more presentations of this kind to convince us that a conservative 
course in obstetrics is the proper one to pursue. I think his statisties of operative in- 
cidence probably measure up lower than those of any other service in the city that I 
know of, and particularly in the public hospitals. 

It has seemed to me, after a study of the puerperal mortality figures that are now 
being prepared by the Committee of the New York Academy of Medicine, that some 
radical steps will have to be taken in the near future to evaluate the work of the men 
on obstetric services. In other words, we will have to make an accounting in the very 
near future of the individual operator’s work and to evaluate his standing, ability, and 
competency by the results that he produces. It may seem a little bit extreme perhaps 
to call in an accountant to judge the medical problems, but that is really the only way 
to know whether a man is doing good work or not, and the day will come in the very 
near future when services are going to be judged by the capacity of the individual 
workman. That has not as yet been attempted in this country, although it is widely 
practiced abroad. When we have institutions with an operative incidence of 33 to 
50 per cent, with a correspondingly high mortality, it seems necessary to make some 
analysis of the individual operator’s work in those particular hospitals, and until that 
evaluation is done and until we can definitely determine whether it is fair for any man 
to have such a high mortality in obstetrics as we find some of our New York men are 
having, then I think we are not going to improve our maternal mortality statistics. 


DR. B. P. WATSON.—It struck me that the incidence of abnormal pelves was ex- 
tremely small, much smaller, for instance, than we have at the Sloane Hospital. The 
reason for this may be that we select our patients, taking those who show abnormalities 
of any kind in preference to those who appear normal. Our operative incidence also is 
much higher. 
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It is a very good thing indeed to have this presentation made, showing that there 
can be such a low operative incidence as 9 per cent. We know that in some clinics, as 
for instance in the West End Maternity Hospital, London, the operative incidence is as 
low as 3 per cent. There is no doubt that in some of our hospitals the operative inci- 
dence is unnecessarily large. 

Perhaps the only criticism I have to make is in regard to Dr. Aranow’s treatment 
of eclampsia. Why does he induce labor in the presence of active eclampsia when he is 
otherwise so conservative? I believe that when a patient is actually having convulsions 
it is probably better to leave the labor severely alone. 


DR. HARRY ARANOW.—Dr. Watson’s criticism is well taken. However, these 
eases did not have any more convulsions. We control the convulsions with the Stro- 
ganoff method and then wait to see whether they will clear up, if they do not, we put 
in a bag. 

I do not doubt for a minute that there were a great many more eases of abnormal 
pelves in this series. Evidently a great many who delivered normally were passed by 
without being detected. 


Unterberger, and Kirsch: Attempts to Influence the Sex Ratio Among Rabbits 
According to the Procedure of Unterberger. Monatschr. f. Geburtsh. u. Gynik. 
91: 17, 1932. 


The authors attempted to verify experimentally Unterberger’s contention that 
the use of sodium bicarbonate before intercourse results in a higher proportion of 
males among human beings. Rabbits were used for the experiments because the 
influence of the vagina can be definitely determined before coitus. In some cases 
sodium bicarbonate was instilled into the vagina just before the sexual act and 
and in other cases, lactic acid was used. It has not been decided as to how 
alkalies effect spermatozoa but it may be that the male-producing spermatozoa are 
made to inerease their motility and therefore reach the ovum first. The female- 
producing sperm are certainly not destroyed but are only inhibited and therefore 
do not reach the ovum as quickly as the other sperm. However, they may fertilize 
ova which are expelled late. In spite of the latter fact the authors found that 
ene animal before any change was made in the vagina gave birth to 28 males 
and 56 females. On the other hand, after the use of sodium bicarbonate, she gave 
birth to 80 males and 41 females. If all the data are collected after the use of 
sodium bicarbonate there resulted 142 males in contrast to 65 females. 


J. P. GREENHILL. 
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A SURVEY OF CESAREAN SECTIONS PERFORMED IN 
PHILADELPHIA DURING 1931* 


Currrorp B. M.D., PHILADELPHIA, Pa. 


HERE have appeared in the literature during the past few years, re- 

ports of surveys made in different cities of the United States on the in- 
cidence and mortality of cesarean section. The Council of the Phila- 
delphia Obstetrical Society decided to make this problem the subject of an 
annual study. I was selected to make this survey for the year 1931. Dr. 
Barton Cooke Hirst and Dr. Phillip Williams were asked to serve in an ad- 
visory capacity and their aid and advice have been most graciously given. 
Without the cooperation of the chiefs of the Obstetrical and Gynecological 
Services and the various hospitals record rooms, this study would have 
been impossible, and T wish to thank them for this assistance. Every hos- 
pital in the city limits has been surveyed and we believe this ineludes the 
record of every cesarean operation done in the city of Philadelphia during 
this period. The number of births and maternal deaths have been checked 
with the aid of the Bureau of Vital Statistics and the Maternal Welfare 
Committee of the Philadelphia County Medieal Society. I also wish to 
thank Dr. Charles Gordon of Brooklyn for his aid in the preparation of 
the blanks for this study. 

As this is entirely an impersonal survey, each hospital has been given a 
number and they are so recorded in Table I. No effort was made 
to list the operator in each case. Careful inquiry makes me believe that 
although we are still, and always will be inflicted with the occasional op- 
erator, most of these patients have been operated upon by a trained man or 
under the supervision of one of the attending obstetricians. It might also 
be stated that the uterus and its appendages are still to a certain extent, 
the playground of the general surgeon. 

In some surveys that have been made, all hysterotomies done before the 
thirty-fourth week of gestation have been excluded. In this study, all 
hysterotomies irrespective of the time done, have been tabulated. 

Table I lists each hospital separately with the total number deliveries, 
number of cesarean sections done, and the percentage incidence. The high- 
est incidence, No. 34 with 42 deliveries for the year, 7 cesarean sections, 
percentage incidence 16.6, had 0 death; No. 29 with 194 deliveries, 18 
cesarean sections, and a percentage of 9.2 had no deaths; No. 27, 124 de- 
liveries, 9 cesarean sections, percentage 7.2, had 1 death; and No. 6, 43 de- 
liveries, 3 cesarean sections, percentage 6.9, 1 death. Nine hospitals with 
a total number of 1329 deliveries, report no cesarean operations done dur- 
ing the vear 1931. 


*Read at a meeting of the Obstetrical Society of Philadelphia, May 5, 1932 
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TABLE I 


NO. NO. PER CENT NO. NO. PER CENT 
HOSPITAL DELIVERIES SECTIONS INCIDENCE HOSPITAL DELIVERIES SECTIONS INCIDENCE 


1 264 2 0.75 25 12 0 0 
4 142 0 0 26 449 19 4.2 
3 135 0 0 27 124 9 7.2 
4 401 7 By | 28 82 3 3.6 
5 49 0 0 29 194 18 9.2 
6 43 3 6.9 30 2054 91 4.4 
Yj 500 s 1.6 31 1427 36 2.5 
8 1308 9 0.68 32 553 21 3.7 
9 334 6 7 3a 512 7 1.3 
10 650 1 0.15 34 42 7 16.6 
11 53 1 1.8 35 15 0 0 
2 570 10 be j 36 520 16 3.0 
13 1523 31 2.0 37 390 12 3.0 
14 934 39 4.1 38 463 3 0.64 
15 1035 26 2.5 39 711 11 1.5 
16 816 16 1.8 40 462 6 13 
17 458 0 0 41 144 5 3.4 
18 246 7 2.8 42 654 5 0.76 
19 179 4 22 43 603 24 3.9 
20 53 0 0 44 864 26 3.0 
21 750 17 23 45 396 3 0.75 
22 90 2 2 46 452 0 0 
23 S81 36 4.0 47 13 0 0 
24 961 26 oa 
TABLE II 

3irths in City 35,284 

Births occurring in hospital 23,511 

Total number cesarean sections Sic 

Per cent incidence in entire birth rate 1.6 

Per cent incidence in hospital delivery 2.4 


Table II shows the total number of births reported in the entire city, the 
total number of births in the hospital, with total number of cesarean see- 
tions, percentage incidence of cesarean sections born in reference to hos- 
pital deliveries and entire city birth rate. Attention is called to the large 
number of hospital confinements occurring in Philadelphia. In this year’s 
Year Book of Obstetrics and Gynecology the percentage of home deliveries 
as reported in an abstract was commented upon by Doctor DeLee as being 
higher than he himself had found. He made the note that his idea was that 
about 50 per cent of all women confined were in a hospital at that time. As 
is seen by our figures, a much higher percentage were confined in hospitals. 

Table ITT shows the number of primigravida and multigravida patients 
delivered by the abdominal method. 


TABLE ITT 


Number cesarean sections 573 
Primigravida 284 
Multigravida 289 


4 
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Table IV lists the number of patients whose membranes had ruptured 
before operation ; those that had been given a test of labor; those operated 
upon at the time of election, in other words before the onset of labor ; those 
having been examined vaginally, and five cases where one or more attempts 
had been made at vaginal deliveries before admission to the hospital. The 
number of vaginal examinations made varied from one to ten. Of the five 


TABLE IV 


Membranes ruptured 108 
In labor 268 
Not in labor 305 
Vaginal examination 156 
Attempted vaginal deliveries 5 


TABLE V. INDICATIONS FOR OPERATION 


Cephalopelvie disproportion 328 
Placenta previa 42 
Preeclamptic toxemia 29 
Eelampsia 14 
Previous section (no other indieation) 16 
Premature separation, normal implanted placenta 19 
Cardiovascular disease 21 
Transverse position 12 
Obstructing tumors 9 
Rigid cervix 

Ischiorectal abscess 

Uterine inertia 

Fetal distress 

Pulmonary tuberculosis 

Feeble-minded idiot 

Arthritis deformans 

Sterilization 

Exhaustion 

Ruptured uterus (one having previous cesarean section) 
Twin pregnancy (large babies) 

Stricture of rectum 

Hepatic toxemia 

"“pilepsy 

Brow presentation 

Abdominal pregnaney 


Deformity of hip 2 
Monstrosity 3 
Previous complete laceration (repaired) 2 
Breech (elective ) 7 
Ventral fixation of uterus 3 
Anus vestibularis 1 
Previous extensive plastic operation 2 
Elective 6 
Tuberculous spine 1 
Threatened rupture cesarean sear 2 


Parietal bone presentation 

Cerebrospinal meningitis 

Subarachnoid hemorrhage 

Carcinoma of cervix 

Previous Watkins interposition operation 
Constrietion of birth canal 

Bandl’s contraction ring 

Bicornate uterus 
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cases where a definite record was obtainable of attempted vaginal delivery, 
three patients died. Detailed account of these will be made later. 

The term cephalopelvic disproportion has been used to include all cases 
of absolute contraction of the pelvis and those borderline cases where the 
size of the fetal head was too large for the pelvic inlet. Under previous 
cesarean section are included 16 cases in which the first cesarean section 
was done for an indication such as placenta previa or premature separa- 
tion, and where the indication at the time of the present operation was only 
the fact that the patient had previously been operated upon. A further 
study of the cases having previous cesarean sections performed upon them 
will occur later. Obstructing tumors of which there were 9, include fibro- 
myomas of the uterus and the tumors of the appendages and birth canal 
which caused obstruction. The 4 cases listed under sterilization, had no 
indication other than the fact that it was desirous of performing this op- 
eration because of some constitutional or mental condition present in the 
patient. Under the head of exhaustion there occurred 4 cases. These 4 
cases were given long tests of labor but made no progress as far as dilata- 
tion of the cervix and descent of the presenting part were concerned. Of 
the 3 patients with ruptured uterus, only 1 had had a previous cesarean 
operation. The twin pregnancy occurred in a patient having two large 
children with no fetal part at the pelvic brim and tremendous distention 
of the uterine cavity. Three monstrosities were such that vaginal delivery 
would have meant more traumatism to the maternal soft parts. There 
were 7 cases of breech presentation where the babies were large and where 
it was elected to deliver by cesarean section because of the possibilities of 
fetal injury. The previous extensive plastic operations were such that 
vaginal delivery would have been accomplished with a great deal of diffi- 
culty. Only 6 cases in this series should be classified as elective operations 
and all of these, although they did not present pelvie deformities or the 
ordinary indications for abdominal delivery, had had previous children 
with loss of the child due to difficult and prolonged labors. Two patients 
who previously had had a cesarean section appeared to have symptoms of 
rupture of the scar, but at operation it was found that the scar was intact. 


TABLE VI. OPERATIONS DONE 


High 458 
Low 103 
Celiohysterectomy (Porro) 10 
Vaginal hysterotomy 1 
Abdominal pregnancy 1 


It is interesting to note that by far the vast proportion of cesarean see- 
tions done in the city of Philadelphia were of the so-called classical type, 
458 being by this method and only 103 by the low method. A diseussion of 
the mortality rate in these two classes of cases is contained in Table XVI. 
A great deal has been written about the advisability of performing the 
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low operation routinely, but as seen from the above statistics, this view has 
not been accepted by most of the obstetricians in this city. We are all con- 
vineed that it is unquestionably an operation which every obstetrician 
should be qualified to do, but up to the present time it has not seemed ap- 
propriate by the majority to accept it as a routine procedure. <A further 
discussion of the advisability of performing this operation more frequently 
will be taken up under the discussion of the mortality. The one patient 
with abdominal pregnancy who was operated upon, recovered. 


Appendectomy 
Salpingo-oophorectomy 5 
Myomeectomy 17 
Herniorrhaphy 2 


In this group of 573 patients operated upon, 85 had sterilization opera- 
tions performed. The methods of sterilization varied according to the in- 
dividual operator and the indications were mostly one or more previous 
cesarean operations. Salpingo-oophorectomies were performed upon 5 pa- 
tients who had complicated ovarian cysts. Of the 17 myomectomies, the 
majority were done incidental to the cesarean section and were not the pri- 
mary cause of dystocia. The 2 herniorrhaphies were for umbilical hernia 
and for ventral hernia in an old abdominal sear. 


Gas ether 311 


Ether 154 
Loeal 46 
Nitrous oxide 43 
Spinal 14 
Ethylene 5 


Table VIII is a résumé of the types of anesthesia used. Gas oxygen 
ether sequence was the one most generally given. Only 46 of these cases 
were done under local, a method which I believe is becoming more and more 
popular. Of the 14 cases done under spinal anesthesia, 2 patients died be- 
fore the operation was started. The reason that ethylene was not used 


TABLE IX 
Live births 502 
Stillborn or died within a few days 74 
3 sets of twins in 573 cuses 
Total babies 576 
Fetal mortality 12.8% 
Unavoidable fetal deaths 36 
Corrected fetal mortality 6.2% 


TABLE VII. INCIDENTAL OPERATIONS 
i Sterilization 
TaBLeE VIII. ANESTHESIA USED 

Pee 
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more frequently seems to be due to the fact that most of the hospitals had 
disearded its use because of its dangerous properties. 

Table IX shows the number of fetal deaths. In order to arrive at the 
corrected fetal mortality, 36 cases were subtracted from the total baby 
deaths, 74. Among the 36 cases were all babies born before the eighth 
month and monstrosities which would have been impossible to sur- 
vive after any type of delivery. The remaining 38 were mostly babies 
who had been subjected to long labors before cesarean section was done. 
There may have been a few of these 38 which, if a more detailed report 
were given, could have been excluded from the fetal mortality. 


TABLE X. PREVIOUS SECTIONS 


No. having previous cesarean section 107 
No. with previous cesarean section as only indication 11 
No. operated upon at time of election 79 
No. in labor when operated upon 28 
(One 16 hours, one 24 hours, rest 2 to 6 hours) 
Deaths in this group (In labor 16 hours) 1 


Attention is called to the fact that there were only 11 patients in this 
group of 107:-who were operated upon at this time because they had had 
previous cesarean sections with no permanent indication for the opera- 
tion. In other words, these 11 patients had had the first cesarean section 
because of central placenta previa, premature separation, or toxemia. At- 
tention is also called to the fact that practically none of these patients had 
any long labor before operation, 79 being operated upon at the time of 
election. As there was only one death in this group, I feel that it again 
demonstrates the advisability of decision in certain types of cases before 
the onset of labor. 
TABLE XI 


Total number of births in all hospitals 23,511 

Total number of cesarean sections in all hospitals 573 

Number of hospitals having no deaths 25 
Total number of births in these hospitals 8,859 
Total number of cesarean sections in these hospitals 184 
Per cent incidence of all births in these hospitals 37.6 
Per cent incidence of all cesarean sections in these hospitals 32.1 


Table XI shows that there were 25 of the 47 hospitals which had no 
deaths from the operation and in these 25 hospitals, 32.1 per cent of the 
total number of operations was performed. Most of this group of course 
include several of the smaller hospitals, but there was also included in this 
number several hospitals where a fairly large number of operations were 
performed without any maternal mortality. 

Table XII gives a fairly reasonable index of the incidence of cesarean 
section and incidence of deaths occurring in the other hospitals. 
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TasBLe XII. Hosprrats HAvING DEATHS 


HOSPITAL NO. BIRTHS NO. SECTIONS PERCENT SECTIONS DEATHS PER CENT DEATHS 
6 43 3 6.9 1 33.3 
7 500 8 1.6 1 2.5 
8 1308 9 0.68 1 11.1 

14 934 39 4.1 3 7.6 
15 1035 26 25 3 11.5 
16 816 16 1.9 ] 6.2 
18 246 7 2.8 1 14,2 
19 179 4 22 1 25.0 
21 750 17 2.2 2 11.7 
22 90 Pe 22 1 50.0 
24 961 26 2.7 1 3.8 
26 449 19 4.2 1 5.2 
27 124 9 11.1 
30 2054 91 4.4 6 6.5 
3 1427 36 2.5 2 5.5 
36 520 16 3.0 2 12:5 
37 390 12 3.0 2 16.6 
39 711 1] 1.5 2 18.1 
40 462 6 sous 
2 654 5 0.76 ] 20.0 
43 603 24 3.9 2 8.3 
45 396 a 0:75 3 66.6 
Totals 14652 889 2.6 9 10.0 


TABLE XIII 


Total cesarean sections 57 


Total maternal mortality 39 
Per cent incidence of maternal mortality 6.8 


A maternal mortality of 6.8 per cent is the result in the entire city which 
includes all types of operations. 


NO. DEATHS PER CENT DEATHS 
Cleveland 1047 75 7.15 
3rooklyn 1805 128 7 
Los Angeles 1550 73 5.1 
Philadelphia 573 39 6.8 
Totals 4975 315 6.3 


Table XIV is a summary of the survey done in three other cities to whieh 
has been added this present survey in Philadelphia. The maternal mor- 
tality of 6.8 per cent in Philadelphia compares with the other surveys 
favorably, but as this work was only carried out over a period of one year 
the total number of cases is not sufficient to be compared with the other 
totals. 

Leading the causes of maternal deaths is sepsis. This classification was 
made as simple as possible and also as accurate as could be obtained from 
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TABLE XV. CAUSES OF MATERNAL DEATHS 


TOTAL PER CENT INCIDENCE 
Sepsis 18 46.1 
Hemorrhage and shock 11 28.2 
Cardiac failure 2 5.1 
Uremia 1 2.5 
Spinal anesthesia 2 5.1 
Late hepatic toxemia ] 2.5 
Embolism ] 2.5 
Nephritie toxemia ] 2.5 
Cerebrospinal meningitis 1 2.5 
Pneumonia 1 2.5 


the records. .A large number of patients unquestionably died from sepsis 
were listed as cardiae deaths, with the word peritonitis rather in the back- 
eround. Where there was no evidence of cardiac disease preceding the 
operation upon the patient, the cause of death was finally put down as 
sepsis. Almost one-half the mortality came in this group. The one case 
of embolism occurred on the eleventh day following operation in a pa- 
tient who was apparently making a normal recovery. The ease of cerebro- 
spinal meningitis was moribund on admission to the hospital and had a 
cesarean section done in the interest of the child. Under the heading of 
hemorrhage and shock there were included the 5 cases of eclampsia; the 
patients either died on the table or within a few hours afterward. 


TABLE XVI 


TOTAL DEATHS PER CENT MORTALITY 
No. of classical operations 458 31 6.7 
No. of low operations 103 4 3.8 
No. of celiohysterectomies 10 4 40.0 
Total number of deaths 39 


Table XVI shows the maternal mortality occurring in various types of 
operation and as is seen in this group, the percentage maternal mortality 
is 50 per cent less in low cervical section when compared with the high 
operation. Skeel and Jordan in their most recent survey of cesarean see- 
tions in Cleveland reported a number of other individual surveys with a 
comparison between the classical and the cervical operation. Their con- 
clusions are that the cervical section mortality averages a little less than 
one-half that of the classical section. They have also shown that the hos- 
pital having the highest percentage of cervical operations also had the 
lowest total cesarean section mortality. Although a separate tabulation 
has not been made of the aforementioned question, the hospital having the 
lowest maternal mortality with a fairly large number of operations done, 
was an institution in which the selection of the case for the classical and 
the low operation seemed to be done very accurately. My final conclusions 
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in looking over this problem from this standpoint are that there is still a 
place for the classical operation, and as has always been said, the mor- 
tality will always be greatest where the poorest judgment is used in the 
selection of the patient for any type of abdominal delivery. 

According to these statistics the operation of celiohysterectomy carries 
a definitely higher maternal mortality. 


TABLE XVIL. INDICATIONS FOR OPERATION IN THE 39 FATAL CASES 


TOTAL CASES MORTALITY PER CENT MORTALITY 
Cephalopelvie disproportion 328 17 5.1 
Ruptured uterus 3 2 66.6 
Eclampsia 14 5 35.7 
Preeclamptie toxemia 29 3 10.3 
Brow presentation 6 2 33.3 
Placenta previa 2 3 r FA 
Premature separation 19 3 15.7 
Cerebrospinal meningitis ] 1 100.0 
Cardiae disease 21 2 9.5 
Uterine inertia 7 ] 14.2 


Table XVII includes the 39 fatal cases with the total number of cases 
in each incidence, allowing us to figure the percentage mortality in these 
various indications. Attention is called to the fact that there were 14 pa- 
tients who had eclampsia operated upon with 5 deaths, a mortality of 
35.7 per cent. Also there were 21 patients operated upon because of 
cardiac disease with only 2 deaths. Both of these fatal cases evidently 
had very serious cardiae disease and died within forty-eight hours after 
operation. The delivery of women with severe cardiac damage by cesarean 
section, particularly under local anesthesia, has become more and more 
popular. 

In Table XVIII there are several typical pictures of the reason for 
death following cesarean section. For example: a patient in labor twenty- 
six hours, 4 vaginal examinations, membranes ruptured for fourteen 
hours, classical operation done; one would expect the natural outcome, 
death from sepsis. Attention is also called to the fact that there is a mor- 
tality from cesarean section even when the patient is not in labor, has had 
no vaginal examinations, and the membranes have not ruptured. One of 
these patients who had been in labor twenty-four hours, membranes hav- 
ing ruptured only two hours before operation and supposedly not having 
had any vaginal examinations, had the classical operation performed and 
clied of sepsis. Just before death it was found that an attempt had been 
made to deliver this patient on the outside, of which there was no history 
at the time of operation. The patient who died of hepatic toxemia was 
evidently one of these rare hepatic types of late toxemia which are usually 
fatal and died of the liver damage fifteen days following section. 

The first case, brow presentation, evidently had severe hemorrhage at the 
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Taste XVIII. Résumé or FATAL CLASSICAL OPERATIONS (TOTAL 31) 


HRS. 
HOURS VAG. MEMB. 

INDICATION LABOR EXAM. RUPT. CAUSE OF DEATH 
Cephalopelvic disproportion 35 0 12 Cardiae failure 
Cephalopelvic disproportion — 48 0 yes Sepsis 
Cephalopelvic disproportion 26 + 14 Sepsis 
Cephalopelvie disproportion — 48 2 0 Sepsis 
Cephalopelvie disproportion 0 0 0 Sepsis 
Cephalopelvic disproportion — 48 2 24 Sepsis 
Cephalopelvic disproportion — 62 0 0 Sepsis 
Cephalopelvic disproportion 48 3 0 Sepsis 
Cephalopelvic disproportion 0 0 0 Sepsis 
Cephalopelvic disproportion 0 0 0 Sepsis 
Cephalopelvie disproportion 24 0 2  Sepsis—attempt to deliver at home 
Cephalopelvie disproportion 21 0 ( Spinal anesthesia, before operation 
Cephalopelvic disproportion 0 0 0 Sepsis 
Cephalopelvic disproportion 72 + 0 Shock and hemorrhage 
Eelampsia 24 3 ~=Shock and hemorrhage 
Eeclampsia 8 Shock and hemorrhage 
Eelampsia 0 0 Spinal anesthesia, before operation 
Eclampsia 0 0 0 Shock and hemorrhage 
Eclampsia 0 0 0 Shock and hemorrhage 
Preeclamptic toxemia 0 0 0 Hepatie toxemia, 13 days 
Preeclamptie toxemia 0 0 0 Shock and hemorrhage 
Brow presentation 36 5 Sepsis 
Placenta previa 6 0 0  Embolism, 16 days 
Placenta previa 12 0 0 Cardiae failure 
Placenta previa 10 0 0 Shock and hemorrhage 
Premature separation 12 0 0 Cardiac failure 
Premature separation 5 0 0  Nephritiec toxemia, 11 days 
Premature separation 0 0 0 Shock and hemorrhage 
Cerebrospinal meningitis 0 0 0 Cerebrospinal meningitis 
Cardiae disease 0 0 0 Cardiac failure 
Cardiac disease a 0 0 Sepsis (eardiae) 


time of operation and died shortly after return from the operating room. 
The patient who had preeclamptic toxemia unquestionably died of gradual 
uremia which was fairly well advanced before operation and in spite of 
emptying the uterus, continued to develop until death ensued on the fourth 


TaspLeE XIX. RésuME or Fatat Low OPERATIONS (TOTAL 4) 


HRS. 
HOURS VAG. MEMB. 
INDICATION LABOR EXAM. RUPT. CAUSE OF DEATH 
3row presentation 29 0 0 Shock and hemorrhage 
Preeclamptie toxemia 0 0 0 Uremia (fourth day) 
Cephalopelvie disproportion 70 1 72 Sepsis (1 attempt vaginal delivery) 
Cephalopelvic disproportion — 11 0 Sepsis 


day. The test of the advisability of doing the low operation instead of 
hysterectomy was severely tried in the other two cases. The possibilities 
are, that both of these women had entirely too long a test of labor. 
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TABLE XX. RESUME oF FATAL CELIOHYSTERECTOMIES (ToraL 4) 


HRS. 
HOURS VAG. MEMB. 

INDICATION LABOR EXAM. RUPT. CAUSE OF DEATH 
Ruptured uterus 2 2 13 Hemorrhage and shock 
Ruptured uterus 34 many 30 Hemorrhage and shock (forceps, 

version and craniotomy ) 
Cephalopelvie disproportion 
(fibroids ) 16 0 0 Sepsis 

Uterine inertia 54 + 54 Sepsis (everything tried first) 


Four deaths occurred from the Porro operation. All of these were very 
bad operative risks at the time of operation. The 2 patients with ruptured 
uterus had not been previously sectioned but had had definite manipula- 
tion before admission to the hospital. The patient with the fibroids com- 
plicating cephalopelvic disproportion had been allowed to be in labor six- 
teen hours before operation, and the patient listed under uterine inertia 


TABLE XXTI. COMPARISON OF OTHER SURVEYS IN PLACENTA PREVIA 


CITY CASES MATERNAL DEATHS RATE PER CENT 
Cleveland 137 7 5 
Brooklyn 98 7 7 
Los Angeles 68 4 6 
Philadelphia 2 3 74 

Totals 345 21 6.0 


TABLE XXIT. COMPARISON OF OTHER SURVEYS IN PREMATURE SEPARATION 


CITY CASES MATERNAL DEATHS RATE PER CENT 
Cleveland 30 1 3.3 
Brooklyn 19 0 0 
Los Angeles 25 2 8 
Philadelphia 19 3 15.7 

Totals 93 6 6.4 


cITY fASES MATERNAL DEATHS RATE PER CENT 
Cleveland 45 9 »() 
Brooklyn 104 27 26 
Los Angeles 46 13 28 
Philadelphia 14 5 35.7 


Totals 209 54 25.8 
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TABLE XXIV. CoMPARISON OF OTHER SURVEYS IN PREECLAMPTIC TOXEMIA 


CITY CASES MATERNAL DEATHS RATE PER CENT 
Cleveland 66 3 4.5 
Brooklyn 106 is 6.6 
Los Angeles 187 rt 6 
Philadelphia 29 3 10.3 

Totals 388 24 6.1 


had had everything from bougies and bags to version, forceps, and erani- 
otomy tried before the operation was done. 


TABLE XXV. RECAPITULATION OF PHILADELPHIA SURVEY 


Total number births in city 35,284 
Total number births in hospitals 23,511 
Total number of cesarean sections 573 
Maternal mortality of entire births 203 
Maternal mortality of cesarean section 39 
Per cent maternal mortality due to cesarean section 19.2 
Per cent incidence of cesarean section in entire city 1.6 


Tables XXI, NXIT, XXIII and XXIV are comparisons with the Phila- 
delphia statistics and those returned from other surveys. 


CONCLUSIONS 


1. A great deal of information concerning the use and abuse of cesarean 
section has been obtained from these statistics. 

2. The ineidence of cesarean section for the entire city, we do not con- 
sider to be high. The incidence of cesarean section in a few hospitals seems 
to be a trifle higher than the majority. 

3. The incidence of confinements occurring in hospitals in Philadelphia 
has increased in the last decade. 

4. The indications for doing cesarean section have increased during the 
past few years. However, we believe that this increase in the number of 
indications is justifiable, and that the operation has not been abused except 
that possibly in a few cases listed as cephalopelvie disproportion there 
may have been some instances where the imagination was stretched a 
trifle. 

5. The high or classical operation up to the present time seems to be 
used more extensively than the low operation. This survey bears out the 
fact as has been found in other statistical studies, that the mortality rate 
of the low operation is approximately one-half of the high operation. 

6. From the number of incidental operations performed in this group 
of 573 eases, we believe that most men think it good surgery not to do more 
than the cesarean operation unless it is absolutely necessary. 
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7. Spinal anesthesia is questionably a safe procedure in pregnant 
women at full term, and we believe that the use of local anesthesia will be- 
come more generally advocated. 

8. The fetal mortality in this group of cases is too high and ean prob- 
ably be accounted for by allowing the patient to undergo too severe a test 
of labor before cesarean section was decided upon. 

9. Patients having previous cesarean section were usually operated 
upon at the time of election, and had the lowest mortality rate. The opera- 
tion of cesarean section done at the time of election irrespective of whether 
the high or the low operation is done, is undoubtedly the safest. 

10. One hundred and eighty-four cesarean sections were done in twenty- 
five different hospitals without a maternal death. A careful study of the 
records of some of these hospitals shows that the judgment of the men in 
charge as to the time to operate upon a patient, the type of operation to be 
done, and the anesthetic¢ to be used, played an important part. 

11. A maternal mortality of 6.8 per cent is about the average throughout 
thiscountry. This unquestionably could be reduced by more careful judg- 
ment of the time to operate upon a patient, the type of operation done, and 
the anesthetic used. 

12. Sepsis is still the most frequent cause of death in cesarean section 
and will still continue to be as long as women are allowed to remain in 
labor with ruptured membranes, frequent vaginal examinations, and 
classical cesarean section. If the mortality rate as proved by not only 
these statistics, but by those of various other writers, is one-half that in the 
low operation as in the high operation, it would seem only feasible that 
more men should adopt this operation into their obstetric armamentarium. 
A great deal probably depends upon the method of closure of the uterus 
as several men are still doing this so-called classical operation in cases 
where the low operation would seem to be indicated, but whose results are 
satisfactory. Their good results are probably obtained by the fact that 
the incision is made in the lower part of the uterus without dissecting a 
flap, but where the closure of the uterus is very carefully done. That there 
is still a definite place for the classical operation, I believe to be unques- 
tioned, and unless one is thoroughly trained, a high operation is much less 
likely to be fatal from shock or hemorrhage, but it is perfectly obvious that 
in a potentially infected case the classical operation is not the operation of 
choice. 

13. Once more it is shown that women who are suffering from eclampsia 
are not suitable risks for abdominal surgery. 

14. Inspite of a maternal mortality of 6 per cent, cesarean section seems 
to be the most favorable method in the treatment of central placenta 
previa. 

And finally, we again reiterate that the mortality rate in cesarean sec- 
tion lies with the individual judgment of the operator in the selection of 


i 
7g 
= 
d 
“4 
“3 
ball: 
as 
f 
t 

. 
ov 

“Se 
“iad 


LULL: CESAREAN SECTIONS 439 


the time to do the operation, the type of operation to be done, and the 
anesthetic to be used. 
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1731 PINE STREET. 
ABSTRACT OF DISCUSSION 


DR. BARTON C. HIRST.—This survey is useful in calling the attention of the 
profession, and, I hope, of the laity also, to the fact that cesarean section ought not 
to be resorted to as lightly as it so often is, especially in some of the smaller com- 
munities of the country. 

I know personally of a case which may serve as an example. A young primigravida 
in perfect physical condition had a breech presentation. On entering the hospital of a 
small city she was informed that she was to have a cesarean section. Apparently the 
sole indication was the breech presentation. During the night of the labor I was called 
upon repeatedly to sanction tlie section, but the next morning, just as I entered the 
hospital the baby was born, as I had expected. 

I believe that cesarean section has a very important place occasionally in the treat- 
ment of eclampsia. 

We had some interesting experiences with it in the University Maternity Hospital. 
During five years we had 87 cases. In that number of 87 eclampsia cases, we had 17 
resisting all the ordinary methods of treatment, but all recovered, although they were 
the worst in the list. 


DR. G. W. OUTERBRIDGE.—A patient recently seen in a small community had 
previously had a baby by a perfectly normal delivery. She became pregnant again, 
and went to a general surgeon who had a small private hospital. He began talking 
cesarean section. She did not see why, but he told her that during the previous year 
he had done 73 cesarean sections. She was in labor a few hours, and a cesarean section 
was done. She was one of four cases in this small private hospital at the same time, 
one of whom died. 


DR. EDWARD A, SCHUMANN.—I question very much, not the value of these 
surveys, but their interpretation. 

To any one of us, there may come the primipara with short pelvic measurements 
and in whom a careful obstetric examination, just before term, discloses the probability 
of a long and difficult labor with its attendant maternal mortality. In considering the 
possibility of elective section in such a patient, one should certainly not be compelled 
to regard as a contraindication the high mortality as given in this and other surveys. 
When section is grouped as a single procedure without regard to the time at which the 
operation is performed, the condition of the patient and the ability of the operator, I 
feel that the statements are most misleading because the actual mortality rate of elee- 
tive cesarean section in skilled hands is so low as to be practically negligible. Again in 
the comparison of the low operation with the classical we must remember that the 
low procedure is much more generally employed by specialists in obstetries while the 
simpler classical operation is performed by those less skilled and by oceasional 
operators. Here again, then, I feel the comparison of mortality is erroneous. With re- 
gard to the place of cesarean section in eclampsia, I maintain that it has a very distinet 
though limited place and that in cases where delivery by the vaginal route offers great 
difficulty and where no improvement in the toxic condition is observed after a reason- 
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able application of sedative and eliminative measures, cesarean section with local anes- 
thesia offers the best hope for a successful outcome. 


DR. T. L. MONTGOMERY.—The maternal mortality in 9,823 cesarean deliveries 
reported from various metropolitan areas in the United States shows that the opera- 
tion is nearly seven times more dangerous than natural delivery. In the United States 
the general maternal death rate is 6.2 per 1000 live births. The maternal death rate 
for abdominal delivery, however, is nearly 70 per 1000 live births. It is interesting to 
note that the maternal mortality rate for Philadelphia in 1931 corresponds precisely 
with the average mortality rate reported in these several metropolitan areas. 

In Germany, in 1928, 4,450 cesarean sections were performed with 316 maternal 
deaths, a maternal mortality of 7.1 per cent. 

In a series of 16,296 cesarean sections which have been reported from this country 
and from Europe, there were 1,059 maternal deaths or a mortality rate of 6.5 per cent. 


CYSTIC FIBROID WEIGHING FORTY-SEVEN POUNDS AND 
SIMULATING AN OVARIAN CYST 


J. P. M.D., Cuicago, Inu. 
Attending Gynecologist, Cook County Hospital 


N AN article on ‘‘Cystie Fibroid With Twisted Pedicle, Simulating an Ovarian 
I Cyst,’’ which appeared in the January, 1932, issue of the AMERICAN JOURNAL OF 
OBSTETRICS AND GYNECOLOGY, Spivack and Pilot give a detailed description of this 
condition and cite the few cases reported in the literature where the tumors were 
very large. Because of the rarity of the occurrence of large uterine fibrocysts, the 
difficulty in making a correct clinical diagnosis and the relatively large number of 
deaths which oceur without operation due to disturbances in circulation, breathing 
and cachexia, I am reporting the following case. 


CASE REPORT 


Mrs. D. McC., colored, aged forty-eight years, was admitted to the Cook County 
Hospital on October 12, 1928, because of a huge swelling in the abdomen. The past 
history was unreliable because of the poor mental condition of the patient, but it 
was essentially negative. She had never been pregnant. The swelling of which the 
patient complained began about seven years before admission and at first was limited 
to the left side of the lower abdomen, For about five years the growth of this mass 
was slow but during the last two years, the increase in size was rapid and extended 
over the entire abdomen. During the past year a physician performed paracentesis 
about 75 times and he said that each time a few quarts of clear, slightly serous fluid 
was obtained. After each paracentesis, the swelling diminished in size. During the 
past two months, the patient had two paralytic strokes. The first caused paralysis 
of the left side of the body but this cleared up entirely. The second stroke involved 
the right side and at the time of admission all signs of paralysis had disappeared 
except on the face. The patient had menstruated regularly up to four months be- 
fore entry to the hospital. There were no menses after that, and she had never had 
any menstrual disturbances. 

On admission, the patient appeared critically ill. She was markedly emaciated, 
had a foul odor and was disoriented. The temperature was 98.4° F., the pulse rate 
was 112, the respiratory rate was 24, and the blood pressure was 160 mm. systolic 
and 80 mm. diastolic. The right side of the face was paralyzed and the pupils did 
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not react to light. There was no nystagmus or strabismus. The conjunctival mucous 
membrane was very pale. The nares were partly occluded with dried blood. The 
right corner of the mouth drooped and the patient could not (or would not) pro- 
trude her tongue very far. The teeth were in an abominable condition. Pressure 
over the right supraorbital nerve failed to produce a muscular response, thereby in- 
dicating a lesion involving the right facial nerve. There were no abnormalities in 
the neck except an enlarged thyroid. The apex of the heart was in the fifth inter- 
space in the left midaxillary line. The right border of the heart was at the right 
sternal border and there were systolic murmurs at the apex and at the pulmonie areas, 
The lungs showed diminished resonance and very shallow breathing. 

The abdomen presented an unusual appearance for it was enormously distended 
and deeply pigmented as may be seen in the illustrations. The skin contained 
numerous large striae. The distance from the symphysis pubis to the xiphoid process 
measured 88 em. (35.2 inches) and the distance from one anterior superior spine to 
the other was 83 em. (33.2 inches). In about the center of the huge abdominal 
dome was a large, lobulated hernia which was very soft and measured about 15 em. 


Fig. 1.—VPhotograph showing distended abdomen, umbilical hernia more clearly and 
also large striae and emaciation. 


(6 inches) in diameter. The top of this hernia included and surrounded the 
umbilicus. Palpation of the abdomen revealed a few large, hard masses of dif- 
ferent sizes, some of which were fixed while others were movable. Percussion and 
succussion revealed a large amount of free fluid in the abdomen. 

On vaginal examination the perineum was found to be markedly relaxed but there 
was no cystocele. The cervix was so high up that it could not be reached. The body 
of the uterus likewise could not be outlined. The diagnosis made was ‘‘ ovarian 
cyst, multilocular with ascites.’’ 

The urine contained 1-plus albumin and a few hyaline casts. Otherwise it was 
negative. The patient had an outspoken anemia for her red blood count was 
1,000,500 and her hemoglobin was 40 per cent. The white blood cell count was 25,000, 

On account of the patient’s critical condition I of course, deferred operating. 
The hope was to keep the patient in the hospital for a few weeks and to build up her 
general condition by various procedures including repeated blood transfusions. 
However, in spite of our efforts to help the patient she died on October 24 and an 
autopsy was performed by Dr. R. H. Jaffe to whom I am indebted for the autopsy 
record (autopsy No. 716). The main interest in this case report centers about the 
findings in the abdomen. On opening the abdominal cavity there was exposed a 
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huge, firm mass which on removal was found to measure 40 em. (16.0 inches) in 
length, 33.5 em. (13.4 inches) in height, and 38 em. (15.2 inches) in width. It 
measured 116 em. (46.4 inches) in circumference and weighed 21.4 kilos. (47 
pounds). The mass had a smooth, shiny, light, yellowish white surface. Scattered 
throughout were deep purple-gray and yellow-gray roundish areas each about 2 em. 
in diameter. On the anterior surface were many dilated and tortuous veins. To the 
upper left quadrant of the tumor there were attached several loops of intestines 
which were very firmly adherent and appeared to be compressed. Numerous small 
cysts varying from 5 to 20 mm. in diameter were found near the intestinal adhesions 
and smaller ones were found on the intestines and on the mesentery. 

The huge mass was found to be continuous with the posterior surface of the uterus 
which was compressed low down in the pelvis. The mass extended into the right 
broad ligament, displacing the ovary considerably. On opening the large mass, 
about 4 liters of thick, cloudy, dirty, gray-brown, foul-smelling fluid was found in a 


Fig. 2.—Cystic fibroid with adherent intestinal loops after removal. 


huge central cavity. The wall which surrounded the cavity measured 5.5 em, (2.2 
inches) anteriorly and varied from 3 mm, to 20 mm. posteriorly. It consisted of a 
rather firm, grayish white tissue. The internal lining of the eyst wall was formed 
by a dirty gray-brown and gray-green tissue which was covered with membranous 
tags. 

The uterus was 4 em. long, its wall was 8 mm. thick, and the endometrium was 
pale. The right ovary measured 4.5 by 2 by 0.5 em. and the left one measured 3 by 
2 by 0.8 em. 

The wall of the cystic tumor was composed of smooth muscle fibers which were 
arranged in bundles interlacing in various directions. There were areas of edematous 
loosening of the interstitial tissue and in other places there was much hyaline de- 
generation. Near the cavity the tissue was more necrotic and large numbers of 
polymorphonuclear leucocytes were seen in the necrotic tissue. 

The other abnormal conditions found at the autopsy are listed in the anatomic 
diagnosis which was as follows: degenerated fibrocystie myoma of the uterus with 
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extreme displacement of the abdominal organs, ascending pyelonephritis of the left 
kidney, slight essential hypertrophy of the heart with brown atrophy and parenchyma- 
tous degeneration of the myocardium, slight compression atelectasis especially of 
the dependent portions of the lower lobes, fibrous adhesions about the spleen and 
liver, chronic tumor of the spleen with hyalinization of the capsule, slight cloudy 
swelling of the liver, diffuse colloid goiter, marked decrease in the lipoid content and 
edema of the suprarenal cortex, chronie cholecystitis and cholelithiasis, catarrhal 
cystitis, multiple subserous fibromas of the fundus of the uterus, atrophy of the 
uterus, umbilical hernia, and marked emaciation, anemia and hydremia. 


185 NorrtH WABASH AVENUE. 


SUBMUCOUS MYOMA COMPLICATING THE PUERPERIUM 
A REVIEW OF THE LITERATURE WITH THE REPORT OF A CASE 


BerNarp MANN, M.D., F.A.C.S., Aanp Henrrerra Lowensura, M.D., 
PHILADELPHIA, PA. 


(From the Department of Gynecology of Mt. Sinai Hospital) 


ANY articles have been written, and textbooks give ample space 

dealing with the question of myomas complicating pregnancy and 
labor. Comparatively little has been written concerning myomas and 
the puerperium, especially the submucous type, due perhaps to the fact 
that fewer cases come to term, also that patients with submucous myoma 
are apt to be sterile, and if pregnant, are more prone to abort. 

In a recent paper by Watson, giving his experiences of cases in which 
fibroid tumors of the uterus have presented a problem in relation to 
fertility, pregnancy, labor, and the puerperium, he does not mention the 
presence of a submucous fibroma complicating the puerperium, nor does 
the discussion of his paper elicit the citation of a case. 

An interesting case presented itself at the Mt. Sinai Hospital that we 
felt would be of sufficient interest to report. 


H. W., white, aged thirty-two years, placed herself under the care of the senior 
author (B. M.) from the beginning of her present pregnancy. This was her third 
pregnancy, the first terminating in an abortion at the end of the second month, and 
the second in the spontaneous delivery of a normal living child eleven years ago. 
She began to menstruate at the age of fourteen, always regular, rather free in 
amount and five days’ duration. She had her last menstrual period October 20, 1930, 
was calculated to be due July 27, 1931. The present pregnancy proceeded unevent- 
fully and labor began at 1 o’clock the morning of August 4, 1931. The patient ar- 
rived at the hospital at 3:40 a.m. The uterine contractions were strong, occurring 
every two minutes and lasting sixty seconds. The membranes had ruptured on the 
way to the hospital and before the patient could be properly prepared the child was 
born, weighing 6 pounds, 4%4 ounces. One ampule of pituitrin was given by hypo- 
dermie injection following the birth of the baby and the uterus seemed well con- 
tracted and firm. Examination revealed no laceration. The bleeding was very 
slight. The placenta was propulsively expelled in thirty minutes, it was carefully 
inspected and found to be intact. One ampule of gynergen was administered intra- 
muscularly and the uterus contracted firmly, remaining below the umbilicus. The 
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first hour postpartum the patient oozed a very moderate amount of blood. Four 
hours after delivery a few larger clots were expelled and after-pains were severe. 
The uterus continued to be well contracted. After waiting forty-eight hours, during 
which time she continued to pass clots and complain of after-pains, we decided to 
explore the uterus. 

Under nitrous oxid oxygen anesthesia a hand was introduced into the uterine 
cavity and a firm, somewhat flattened out globular mass of tissue firmly adherent 
to the anterior uterine wall was encountered. The tumor was with difficulty shelled 
away from the uterine wall and extracted in several pieces. An ampule of gynergen 


Fig. 2.—Section of myoma showing poorly preserved muscle fibers (low power). 


was given intramuscularly. From this time on, all bleeding ceased, and the uterus 
normally underwent the process of involution. Except for a period of twenty-four 
hours following the removal of the tissue, when the temperature was elevated to as 
high as 103° F. She made an uneventful recovery, and was discharged from the hos- 
pital the fifteenth day following delivery in excellent condition. 

Pathologic Report.—The specimens submitted consisted of several large pieces of 
tissue of irregular outline. The largest measured 13.5 by 9 by 4 em., and the others, 
approximately equal in size, measured 8 by 3.5 by 2 em. All were firm in con- 
sistency and were composed of pinkish-white tissue, portions of which were infiltrated 
with blood. On sectioning some portions of the interior had a grayish cast. 
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Microscopically the tissue presented was uterine musculature in varying states of 
preservation. Its fibers exhibited throughout, the hypertrophy incident to the gravid 
state. Many of them showed vacuolization. In some fields the nuclei and protoplasm 
stained fairly well but for the most part they stained poorly, indicating a semi- 
necrotic condition. Large sinuses were present, many of which were filled with blood. 
No placental tissue was found. 

A search through the literature revealed only one such case reported by Gonnet, in 
Lyon in 1912 of a case of a twenty-year-old primipara who underwent a normal 
pregnancy and spontaneously delivered a living child. Four hours after delivery the 
placenta showed no signs of separation. The uterus was firmly contracted and un- 
usually large. A hand was introduced into the uterine cavity and encountered an ad- 
herent placenta. In the course of a manual removal the hand came in contact with 
a hard firm mass which was attached by a pedicle to the uterine wall. The placenta 
was particularly densely adherent to the mass. After the placenta had been ex- 
tracted, Gonnet removed the pedunculated tumor from the uterine wall by digital dis- 
section. Pathologie examination proved it to be a submucous fibroma. The patient 
had an uneventful recovery. 

Another case reported by Lepage and Vaudescal in Paris, in 1913, was that of a 
primipara, who after a twelve hour labor, delivered herself of a living child. The 
placenta could not be expressed and a hemorrhage occurred, so profuse that a man- 
ual separation and extraction was resorted to. A large submucous fibroid was 
found occupying the posterior fundal portion of the uterine cavity. It was left 
alone. Several days later the lochia became foul and the patient ran a septic tempera- 
ture. A subtotal hysterectomy was performed and the submucous fibroid was found 
to be infected and necrotic. The patient recovered after a stormy convalescence. 
Spencer reports a patient that bled for eleven days postpartum. The uterus was 
firmly contracted during this time, but reached a slightly higher level than was con- 
sidered normal. He also states that the diagnosis of submucous tumors during preg- 
nancy is difficult. During the puerperium it is easier, but even then they may be 
overlooked. 

Hemorrhage is undoubtedly the commonest symptom. Engstom, Neubner, and 
Troele have found the placenta firmly adherent to a pedunculated tumor. When 
separation occurs hemorrhage is inevitable. Glarner and Wertheim have reported 
postpartum hemorrhages as a result of intramural and sessile growths. Fischmann 
in summarizing the complications of submucous fibroids during the puerperium names 
hemorrhage as the most common. 

Polak states that some submucous tumors cause no symptoms, but do not involute 
with the uterus and are extended. With this extrusion Gemmil reported a partial in- 
version of a uterus. Both Polak and Gemmil report cases that have bled profusely 
with the delivery of the afterbirth. Pearson, Glarner and Wertheim, Fischmann, 
Engstrom, Neubner, Troele, and others also believe that intramural and _ sessile 
growths as well as pedunculated growths often cause postpartum hemorrhage. When 
this occurs, all the authors agree that myomectomy should be done immediately. 
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TUMORS OF THE ROUND LIGAMENT 
Cyrus Hortne, M.D., BAautiMorE, MaryLanp 
(From the Department of Surgery, School of Medicine, University of Maryland) 


W., aged fifty-four, married, entered the Provident Hospital July 2, 1929, 

e complaining of a ‘‘swelling in the lower part of the stomach.’’ The family 

history and the past history were negative. The patient started menstruating at the 

age of thirteen years. Regular periods lasted three to four days without excessive 

bleeding or pain. Menopause occurred ten years previous to time of admission. 
She had carried and delivered three full-term babies without instrumentation. 

The physical examination was negative with the exception of the presence of a 
mass in each inguinal region. These masses had been noticed for a period of one 
year prior to admission. The mass on the right side appeared to be about the 
size of an English walnut, sowewhat movable, and not adherent to the overlying 


Fig. 1.—This is a photograph (actual size) of the tumor described in the text. 


skin. It was fairly firm in consistency, though apparently cystic. The mass on 
the left side was not quite so large and not so freely movable as the one on the 
right side. It was more or less ‘‘doughy’’ in consistency. Operation was advised, 
after a diagnosis of bilateral hydrocele of the canal of Nuck had been made. 

Both masses were exposed through inguinal incisions under nitrous oxide and 
ether anesthesia. A hydrocele of the canal of Nuck, found on the right side extend- 
ing down to the fundus of the bladder, was removed in toto. The tumor of the left 
inguinal canal was encapsulated and adherent to the extraperitoneal portion of 
the round ligament. A slightly transparent capsule made us suspicious of an 
inearcerated hernia. An incision made into the capsule set free about an ounce of 
straw-colored fluid. The internal inguinal ring could not be found near the mass 
which was dissected away from the round ligament and enucleated in toto. A eareful 
examination was made to determine the presence of sear tissue between the capsule 
of the mass and the anterior parietal peritoneum. There was no scar tissue present. 
The capsule of the tumor was of the same thickness throughout. Fatty tissue re- 
sembling omentum was suspended by a pedicle within the capsule. The lining of 
the capsule had a serous surface resembling peritoneum. 

The fatty mass may have been embryonic in derivation or it may have been the 
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result of an old strangulation of part of the omentum. If its presence was due to 
an old strangulated omentocele one would expect to find some sear between the 
capsule and the parietal peritoneum. This, as mentioned above, could not be found. 


In addition to this case, we have reviewed 36 eases of the different 
types of tumors of the round ligament which have been reported since 
1914. Prior to 1914, Wells reported 2 eases of fibromyomata in 1865; 
Saenger in 1882 reported 12 cases of fibromyomata in addition to one 
case of his own; Emanuel in 1903 collected 80 cases and Taussig found 
61 cases of tumor reported from 1903 to 1914, in addition to his own 
reported case of sarcoma of the round ligament. 

I have not included the cases of hydrocele in this group but have in- 
cluded two cases of dermoid eysts, one cystic lymphangioma and another 
cyst thought to have been tuberculous. Guyot and others reported 
finding a mass which proved to be an inflammatory lymphatic gland. 
They mention that the presence of glands on the round ligament near 
the horn of the uterus appears to be very rare. 

The average age in this group is thirty-eight years. The age was not 
given in five cases. This corresponds to the average age in other re- 
ported groups of cases. Winckel found one ease in a patient seventy-six 
years of age, while the youngest reported case has been recorded by 
Aichel in a newborn child. The youngest case in our group was a child 
five years of age, reported by Ducuing as having a bilateral lipoma. The 
oldest case is Gueullette’s case of Wolff’s tumor in a woman sixty-three 
years of age. This tumor showed malignant degeneration. 

We found 22 eases where the tumor occurred on the right side, while 
9 cases were located on the left side, and 2 cases were bilateral. One of 
the bilateral cases was lipoma and the other fibromyoma. The location 
was not given in 3 cases. Emanuel’s review shows a preponderance of 
tumors of the right side, while Taussig’s report gave almost equal dis- 
tribution. Ward, Kanther, Vereesi, Sams and Walther reported their 
cases as having been intraperitoneal. 

According to Taussig the symptoms of tumors in this location are very 
slight. A number of this group complained of pain at the site of the 
tumor during menstruation. 

Broun’s case of adenomyoma and Sserdjukoff’s case of cystie lym- 
phangioma were given as postoperative cases. Calzavara’s case of osseous 
tumor was thought to have resulted from an old tuberculous infection. 

The diagnosis in practically all of this group was made by histo- 
pathologie section. The cases are tabulated as follows: 


Adenomyoma 4 cases Fibrosarcoma 2 cases 
Cystie Fibroma 1 ease Leiomyoangioma 1 ease 
Cystie Lymphangioma 1 ease Lipoma 1 ease 
Dermoid Cyst 2 eases Lymph gland in ligament 1 case 
Fibroma 6 cases Osseous Tumor 1 case 
Fibroleiomyoma 1 ease Sareoma 2 eases 
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Fibromyoma 5 cases Tuberculous Cyst 1 case 
Fibromyosarcoma 1 ease Varicosities 2 cases 
Fibromyxoma 1 case Wolff’s Tumor 2 eases 


Fibromyxoleiomyoma 1 case 
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A CASE OF ECTOPIA CORDIS* 
CuaARLEs Linteen, M.D., PHILADELPHIA, Pa. 
(From the Department of Gynecology, Jefferson Medical College) 


ONGENITAL ectopia cordis may be found in one of several forms. The heart may 
C be displaced to almost any part of the mediastinum or abdomen, or it may be en- 
tirely outside of the body. The condition has been conveniently divided into internal 
and external form depending on the location of the heart. 

Mrs. H. M., white, went into labor on the night of January 12, 1932, being admitted 
to Jefferson Hospital on the following morning. She had a pulmonary tuberculosis 
in early life, which apparently had become quiescent. No history of abnormalities, 
either on her own or the husband’s side could be obtained. During the second month of 
pregnancy, she had attempted an abortion by means of quinine and castor oil. 

Physical examination was grossly negative. Urine and blood pressure were re- 
peatedly normal, and the Wassermann and the Kahn tests were negative. 

Labor pains were not severe, until late afternoon, when rectal examination revealed 
the head low in the pelvis, the cervix being dilated about two and a half inches. About 
10:00 P.M. the nurse reported that the patient vomited with each pain. Upon examina- 
tion, nothing significant to account for the vomiting could be found, but it was thought 
possibly adhesions might have developed in some way between the bowel and the fundus 
of the uterus, contractions of the latter causing tugging on the bowel. The pulse, 
respirations, and temperature were normal. At 11:00 P.M. the cervix was completely 
dilated. The patient still vomited with the strong pains. The head, however, seemed to 
be in the same position as it was four hours earlier. At 11:55 the head delivered 
spontaneously, but when an attempt was made to deliver the anterior shoulder, ab- 
normal resistance was felt. After it had passed under the symphysis the thorax and 
abdomen could not be delivered, beyond the umbilicus. At this time, a dark blue mass 
was noted in the region of the cord, which was manipulated through the dilated cervix. 
Beyond this mass, could be felt the taut umbilical cord, which was clamped inside the 
uterine cavity, following which the child ‘was delivered. The placenta was expressed, 
intact, about five minutes later, by Credé’s method, being normal in appearance and 
weighing 450 gm. The umbilical cord, however, was extremely short, measuring but 
10 em. The cervix and perineum were lacerated. The mother’s convalescence was 
uneventful, and she was discharged from the hospital on the fourteenth day after 
delivery. 

Upon delivery, the child cried, breathed promptly and normally, and the skin was 
pink in color. Upon the anterior chest wall, in the midline above the epigastrium, was 
2 bluish, pulsating mass about the size of a lemon, readily recognized as the heart, 
protruding through an opening in the anterior chest wall due to the absence of the 
gladiolus. The manubrium sterni and the ensiform process were present. Further 
examination disclosed a craniorachischisis, a club foot (left), bilateral cleft palate, 
facial hemiatrophy. The child weighed 3 kg. and was 51 em. in length, appeared active 
and took several bottle feedings. The heart stopped beating at one time, the injection 
of a few drops of adrenalin into the muscle causing it to again beat vigorously. Death 
occurred in twenty-eight and a half hours. 

Motion pictures, x-rays, and electrocardiographie studies were made. The latter, 
reported by Dr. Ross V. Patterson, showed a pulse rate of 150 per minute, with some 


*Read at a meeting of the Obstetrical Society of Philadelphia, May 5, 1932. 
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slight variation in the rhythm, possibly due to sinus origin. Because of the altered posi- 
tion of the heart, it was impossible to compare it with the ordinary electrocardiogram. 

Many eases of ectopia cordis, where the heart was outside the body have been re- 
ported by various writers. In a complete review of all the literature, forty-eight 
distinet cases were found recorded. Space will not permit the citation of all these 
cases, but the entire bibliography has been retained by the author. Most of these 
cases are more or less similar to the one here described. In three instances, attempts 
were made to replace the heart into the mediastinum without success. In the majority 
of instances reported, the child was either born dead, or died soon after birth. 


Fig. 1. 


The etiology of the condition is rather obscure, but the consensus of opinion of 
various authorities seems to be that arrested development at a certain period induced 
primarily by a pathologic ovum is responsible. 

In the ease here deseribed, the mother took an abortifacient drug in the early weeks 
of pregnancy. In cases of threatened abortion, where the ovum has become blighted, 
abnormalities and monstrosities occur most frequently. We might, therefore, assume 
that the development of the embryo, by virtue of possible blighting of the ovum, was 


arrested at a critical period, manifesting itself at full term by the abnormality 
found. 
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INSTRUMENT FACILITATING ATRAUMATIC PALPEBRAL 
SEPARATION IN THE NEWBORN 


Mario A. M.D., Provipence, R. I. 


.. difficulty sometimes encountered and the trauma produced in attempting 
to place ‘‘drops’’ in the eyes of newborn infants has prompted this instrument. 
The procedure of a doctor or nurse struggling to open the eyes of the newborn in- 


fant with gauze and cajoling, or cautiously standing by to catch the baby unawares 


Fig. 2. 


and then dropping the argyrol or silver nitrate solution into the eyes has always 
been a most irritating procedure. In addition, many swollen eyelids occur, not to 
mention the trauma imparted which is at times the starting point for erythema, 
pustules and other complications. 

The eyelid separator presented is easy to operate and to sterilize properly. The 
ends of the dilators are so fashioned that one cannot, if care is exercised, get the 
instrument below the eyelids and injure the orbit. The ends of the dilators are 
inserted under the lids to either side of the palpebral fissure, and with a minimum 
of pressure the eyelids are opened and are held in that position for as long as the 
operator desires for the instillation of the medication (Fig. 2). 

The instrument has been used with much suecess and with a minimum of trauma 
to the eyelids and has been a most welcome addition to the delivery table set-up. 


Nore: The instrument is manufactured by the Fred Haslam Co., Brooklyn, N. Y. 
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Society Transactions 


OBSTETRICAL SOCIETY OF PHILADELPHIA 
MEETING OF MAY 5, 1932. 

The following papers were presented: 

A Case of Ectopia Cordis. Dr. C. Lintgen, Philadelphia, Pa. (See page 449.) 


A Survey of Cesarean Sections Performed in Philadelphia During 1931. Dr. C. B. 
Lull, Philadelphia, Pa. (See page 426.) 


Lesions of the Placental Vessels: Their Relationship to the Pathology of the 
Placenta; Their Effect Upon Fetal Morbidity. Dr. T. L. Montgomery, Philadelphia, 
Pa. (See page 320.) 


NEW YORK OBSTETRICAL SOCIETY 
MEETING OF MAY 10, 1932. 
Dr. Harry Aranow presented a paper (by invitation) entitled An Account of a 


Year’s Service in Obstetrics at the Morrisania Hospital: A Public Institution. (For 
original article see page 420.) 


Dr. W. H. Cary presented a paper entitled A Clinical Study of 100 Cases of De- 
velopmental and Functional Deficiencies in the Female With Analysis of Treatment 
and Results. (For original article see page 335.) 


Dr. Alfred Plaut read a paper (by invitation) entitled Ovarian Struma: A Mor- 
phologic, Pharmacologic, and Biologic Examination. (For original article see page 
351.) 
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Department of Book Reviews 


ConDUCTED BY RoBERT T. FRANK, M.D., NEw York 


REVIEW OF NEW BOOKS 


ENDOCRINOLOGY 


The four volumes on endocrinology reviewed are interesting from the different 
aspects from which they regard the subject. 

Rowe has concentrated on a large number of mainly chemical tests performed on a 
huge human material which he has, upon purely clinical grounds, divided into ar- 
bitrary groups. Mazer and Goldstein, on the other hand, have focused their attention 
mainly upon the biologic hormonal tests so far available and have limited their dis- 
cussion to the female. Engelbach’s volumes on the other hand, in an uncritical fashion, 
emphasize the clinical phases of the subject, and focus his attention to the anthropom- 
etry, x-ray, and the somewhat doubtful adrenal and pituitrin reactions. The econtribu- 
tion from Hirsch’s Handbuch is a strictly objective presentation based on morpho- 
logic studies. 

To judicious readers these books will prove of use, if sufficient eclecticism is exer- 
cised in sifting hypothesis and conjecture from actually ascertained facts. 


The Differential Diagnosis of Endocrine Disorders? by Allan Winter Rowe, is a 
description of the ‘‘ vital function tests’’ which he and his group employ in order to 
discover individual departure from the normal. The description of history taking, the 
careful physical examinations and laboratory examinations performed on some 5000 
patients would be of inestimable value if I were not obliged to consider the classifiea- 
tion into pituitary, thyroid, gonadal, adrenal, and panereatie groups to be so arbitrary 
as to rob the statistics of their value. 

This does not signify that the physician or even the specialist in endocrinology 
cannot find much of interest and profit in studying the book, as the investigations are 
systematic and the clinical methods employed excellent. —R. T. Frank 


Mazer and Goldstein’s Clinical Endocrinology of the Female* deseribes the fune- 
tional phases of the human female, puberty, menstruation, pregnancy, lactation, and 
the menopause. Most emphasized in this volume are the various hormonal tests, in- 
cluding the pregnancy test of Aschheim and Zondek, as well as Friedman’s, the female 
sex hormone tests in the nonpregnant female, the prepituitary hormone tests in the 
blood and urine. The general medical reader as well as the specialist and laboratory 
worker will find in this volume a very satisfactory, clearcut, well arranged and well 
balanced description of what we know about female sex physiology, both from the 
laboratory and clinical standpoint, including the most recent discoveries in this field. 
Even those not familiar with the subject can orient themselves with readiness and profit. 
A tremendous amount of material has been incorporated in this book, with readily 


‘The Differential Diagnosis of Endocrine Disorders. By Allan Winter Rowe. 
The Williams & Wilkins Co., Baltimore, 1932. 

Clinical Endocrinology of the Female. By Charles Mazer and Leopold Goldstein. 
Illustrated. W. B. Saunders Co., Philadelphia, 1932. 
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accessible literature of 649 numbers. The authors are too optimistic as to the results 
and effects of therapy but in the main have shown commendable reserve. The volume 
is highly recommended to any one who desires to inform himself upon this important 
phase of medicine as well as to workers who can use it for reference. 

—Robert T. Frank 


Endocrine Medicine® by William Engelbach, consists of three volumes and an index 
volume, the latter not having as yet been received. The author announces that in the 
volumes so far published, the suprarenal medulla, the pancreas, and the liver have not 
been dealt with and have been reserved for a later volume. According to the author, 
fully 8 to 10 per cent of all patients have some endocrine disorder. 

Volume I covers the fundamentals among which he includes the history of endoe- 
rinology, organology (comparative anatomy, embryology, and histology), to which 
only 38 pages are devoted. Physiology including endocrine function, animal experi- 
ments, description of hormones, and the autonomic nervous system, are then taken up. 
Among the etiologie factors, heredity, incidence, age, duration, race, and sex are in- 
cluded. Such extraneous factors as food deficiency, toxemias, emotionalism, the process 
of reproduction, tumors, and trauma may be of moment. 

The diagnostic procedures emphasize anthropometry. Such subjects as the history, 
the examination and illustrative case reports are then described. Three short chapters 
deal with basal metabolism, the hormone and the specific reactions, and blood chemis- 
try. The concluding chapters of this volume describe the relation of endocrinopathies 
to general medicine and their relation to public health, 

Volume II deals with infantile and juvenile endocrine diseases, and Volume IIT 
with adolescent and adult troubles. This division may be of some utility but it entails 
endless repetitions in the text, in charts, and illustrations of bone roentgenograms. The 
text does not lend itself to detailed review. The division in Volume II under infantile 
disturbances, with minor changes is found in the succeeding subdivisions. It covers 
thyroid, hypophysis, biglandular (thyroid-pituitary), gonadal disturbances (agonad- 
ism, cryptorchism, hermaphroditism), as well as the parathyroid diseases, and again 
takes up the relation of these to general practice and specialism, as well as to public 
health. 

The practical and theoretical considerations are fully illuminated by a large number 
of carefully worked out case histories. In these it is apparent that the following are 
specially stressed 


the anthropometric measurements, the basal metabolism, the re- 
sponse to the adrenalin and pituitrin tests, as well as x-rays of the skull and of the 
extremities. 

The author has assembled a large number of instructive tables and charts dealing 
with measurements and statistics. 

The reviewer has found this book difficult to read as the arrangement of the litera- 
ture which has been studied exhaustively and with great care, is somewhat involved. 
He has also found that the generalizations are ponderous and difficult to understand. 
Needless to emphasize, in a book of this size and dealing with the subject still in the 
state of flux, differences of opinion and interpretation will naturally arise. However, 
many will certainly disagree with the author’s conclusions, Volume IJ, page 94, that 
the direct treatment of pituitary disorders of this early age (speaking of juvenile con- 
ditions) is also comparatively simple and satisfactory. The growth hormone ean be 
supplied by giving desiccated anterior lobe orally or by injection and its extracts 
intramuscularly. In my opinion the reason for this apparently ready response to 
therapy is to be found in the fact that many of these disorders are temporary and self- 


°Endocrine Medicine. By William Engelbach, M.D., F.A.C.P., B.S., M.S., D.Se. 
With a Foreword by Lewellys F. Barker. Three volumes and an index volume. 
Charles C. Thomas, Springfield, Illinois, 1932. 
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limited. This applies as well to the ‘‘thyro-pituitary’’ group, if such classification is 
to be used. On the other hand (page 383) Engelbach, in none of 53 cases of hyper- 
gonadism in juveniles, found any response to therapy. These cases were only in males. 
Again the author, third volume, page 200, claims that the available prepituitary prep- 
arations contain much of growth and comparatively little of sex hormone. This is quite 
contrary to my own experience. 

The illustrations are numerous (933 in number), well executed, and judiciously 
chosen from many sources to whom due credit has been given. The typography and 
format are faultless. 

Since this review was written Dr. Engelbach has died of heart disease. 

—Robert T. Frank 


The 6th installment of the first volume of Hirsch’s Handbuch der inneren Sekretion* 
contains valuable contributions on the hypophysis and a short article on the epiphysis. 
Benda of Berlin discusses the anatomy, topography and histology of the gland. His 
contribution is brief but accurate and careful. The article on the pineal is likewise a 
contribution from the same author who has meanwhile died. 

Berblinger of Jena likewise has two contributions. The first one deals with the 
pathology and the pathologic morphology of the human hypophysis. He takes up the 
changes observed especially when there are disturbances of function of the gonads, 
thyroid, and adrenals. The normal constitution of the hypophysis is chromophobes 
52 per cent, acidophils 37 per cent, basophils 11 per cent, but with considerable vari- 
ations above and below these limits. In castrates there is a great increase of eosino- 
phils. In pregnancy and athyriosis there is an increase in the chief cells. Adrenal in- 
sufficiency appears to cause a diminution in basophils, while in diabetes mellitus the 
eosinophils are decreased. Furthermore, in two-thirds of the real nephrities, the baso- 
phils are increased. This discussion is extremely careful with good illustrations and 
a thorough inelusion of the European literature. 

Among the diseases, acromegaly, pituitary gigantism, Simmond’s disease (ascrib- 
able mainly to inflammatory causes) as well as nanism are taken up. The complex de- 
scribed by Brugsch as ‘‘acromicrie’’ and also known as dystrophia osteogenitalis, is 
gone into in considerable detail, the symptoms being loss of hair, thirst, headaches, 
amenorrhea, and acrocyanosis of the fingers. Among other diseases described are 
dystrophia adiposogenitalis of Froehlich, acromegaly, and pituitary tumors. The 
question of the importance of the hypophysis in diabetes insipidus is discussed and 
left open. —Robert T. Frank 


OBSTETRICS 


In the Practical Medicine Series,’ obstetrics, as before, is edited by DeLee and 
gynecology by Greenhill. As usual the volume contains careful abstracts of innumer- 
able and important articles. They are suited to every taste. Both the general prac- 
titioner and obstetrician and gynecologist can find articles that he may have overlooked 
in the study of the year’s literature. The value of this publication lies particularly in 
being able to see important groups of cases and important subjects assembled. Such 
individual facts as pregnaney at advanced age, pregnancy tests in normal pregnancy 
and in chorionepithelioma, the effects of thymophysin may be mentioned. DeLee is 
strongly opposed to the use of pituitrin during labor. The many articles on cesarean 
section are accompanied by a warning of the extreme dangers of this operation as 
shown by the statistics gathered in the United States. Among the other obstetric sub- 
jects, the puerperium and puerperal sepsis are featured. 


*Handbuch der inneren Sekretion. Herausgegeben von Dr. Max Hirsch. 1. Band. 
Lieferung 6. Curt Kabitzsch, Leipzig, 1932. 

"Practical Medicine Series. Obstetrics edited by Joseph B. DeLee. Gynecology 
edited by J. P. Greenhill. Series 1931. Year Book Publishers, Inc., Chicago, 1932. 
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In the gynecologic section, sterility is discussed, with the many tests now prac- 
ticed to determine its mechanical basis. Operations for the correction of uterine po- 
sition, still play a réle. The operations for birth injuries are reviewed. Considerable 
space is devoted to the physiology of menstruation and its disorders. Some space is 
devoted to the glands of internal secretion. Tumors of the genital tract, electro and 
radiotherapy conelude this valuable volume. —Robert T. Frank 


The book is one of the ‘* recent advances’” series, and to a very great extent justi- 
fies its title. It is written in a clear and concise style, easily and quickly readable. The 
obstetric division is well handled and for this alone it should be exceedingly useful. 
The statistics on maternal mortality in England are presented, and the methods ad- 
vanced for their improvement are praiseworthy. There is also a relatively extensive 
chapter on the causes of fetal deaths both neo- and postnatal, well worth reading, as 
well as one equally as good on the recent advances in the chemistry of the parturient. 
Antepartum hemorrhage, the toxemias, cesarean section and puerperal infection are 
simply and sanely discussed. Statistics wherever available are given to support modern 
views. As can be readily seen there is overwhelming emphasis on prophylaxis in 
obstetrics. 

The gynecologic division of the book does not receive as adequate treatment. The 
methods used in the therapy of cancer of the cervix, of which there has been consider- 
able recent discussion, are statistically compared. The importance of tubal insufflation 
in the handling of the sterile woman is shown and several types of plastic operations on 
the tube are deseribed. Sampson’s work on endometrioma and Shaw’s on ‘‘metropathia 
hemorrhagica’’ are extensively gone into. Two somewhat overenthusiastic chapters 
on physiotherapy and the use of x-rays in gynecology written by Wilson and Gage 
respectively are appended. The description of the sex hormones is adequate. 

As has been said this book is valuable. For those who prefer not to consult the 
literature it should prove to be a welcome addition to the library. 


—Frank Spielman 


The author discusses in the first part of this small monograph’ the collective opinions 
of previous investigators regarding the regulatory mechanism of the acid base balance 
in pregnancy. Ue expresses the view that these presentations have led to the idea 
that a pregnancy acidosis can be demonstrated as a physiologic appearance, conse- 
quent upon an increase of the weak fixed acids in the blood, and that during pregnancy 
a series of regulatory influences arise to compensate for this increase. 

In the second part of the monograph he deseribes his theories regarding the cause of 
the physiologic pregnancy acidosis and of his examinations regarding the disturb- 
ances in the acid base balance in the toxemias of pregnancy. In his research he has 
used an electrometric titration of the weak acids in a serum filtrate. Although pre- 
viously used in biology this is the first time that the method has been used to establish, 
in a direct quantitative manner, the weak fixed acids of the blood in an investigation 
of the question of pregnancy acidosis. 

He concludes that a change in the function of the glands of internal secretion, a 
hyperfunction, apparently is responsible for the physiologic acidosis of pregnancy. 
This theory he feels is supported through investigation of the blood in exophthalmie 
goiter. 


In hyperemesis gravidarum a moderate increase in the amount of fixed acid in the 


"Recent Advances in Obstetrics and Gynecology. By Aleck W. Bourne, and 
Leslie H. Williams. 1932, 418 pages. P. Blakiston’s Son & Co., Philadelphia, 
Pennsylvania. 

*Die Regulation des Siture-Basen Haushaltes in der Schwangerschaft und ihre 
Stérungen bei den Schwangerschaftstoxikosen. von Dr. Karl Julius Anselmino, 
Privatdozent fiir Geburtshilfe und Gynikologie an der Medizinischen Akademie in 
Diisseldorf. Seite 75, Mit 11 Abbildungen. Berlin, S. Karger, 1932. 
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blood is present. In all the cases of nephropathies of pregnancy which the author in- 
vestigated he found a tendency toward a lowering of the acid content of the blood. 
In eclampsia, in a great majority of cases, there was only a moderate increase in the 
fixed acids of the blood, except in the fatal cases where at times higher amounts were 
reached. There appeared to be no relationship between the degree of blood chemistry 
alterations and the severity of the clinical symptoms, —Philip F. Williams 


Olin has described, Studien iiber die Verdnderungen der Nachgeburt bei Lues, the 
changes in the placenta noted in syphilis. He bases his material on 39 cases. The 
monograph appears as a reprint from the Arbeiten aus dem Pathologischen Institut der 
Universitit Helsingfors (Finland). It is adequately illustrated by microphotographs. 

The main conelusion arrived at is that the average weight of the placenta in cases 
of lues in which the child is born at term, shows no increase and consequently the weight 
of the placenta cannot be considered of diagnostic value. In the placenta there are no 
pathognomonic histologic criteria except the finding of the spirochetes. It is true that 
in syphilitic placentae certain changes which are rare in normal cases, oceur with 
greater frequency but are not distinctive of syphilis. These include granulocytic in- 
filtrations in the decidua basalis, the typical villous hyperplasia, in a form resembling 
miliary abscesses as well as obliteration of the villous vessels. The vessels of the cord 
frequently show granulocyti¢ infiltrations in their walls or in Wharton’s jelly. These 
changes, while suspicious of syphilis, do not assure the diagnosis. It is difficult to find 
spirochetes in the placenta, resembling their infrequent presence in gummatous lesions. 
Antisyphilitic treatment given during pregnancy appears to inhibit the formation 
of these histologic changes to a great degree. 

This monograph with its large bibliography should prove of value. 

—R. T. Frank 


Hiissy’s book, Der geburtshilflich-gynaekologische Sachverstdndige? dealing with 
the obstetrician and gynecologist as an expert witness, treats mainly of the aspects of 
the Swiss law. It covers the important questions which arise, including the diagnosis 
of pregnaney and puerperium, virginity, puberty, duration of pregnancy, criminal 
abortion, infanticide. In the gynecologic section, abortion and trauma, and the ef- 
feet of trauma or accident upon the changes in position of the uterus are dealt with. 
In an appendix the legal indications for induction of abortion, the questions arising 
from the duties of physician toward his patient, versus those toward the community, 
ete., are taken up. —Robert T. Frank 


This is a large work, Tratado de Obstetricia,” covering most of the obstetrie field. 
It begins with a laudable short history of the development of this branch of medicine 
before taking up the subject proper. Most of the material is well handled and fully 
described, although the arrangement of the chapters shows some lack of coordination. 
Pathology is stressed throughout the book, but it is hard to understand how a work of 
this magnitude can have omitted a clear and comprehensive chapter on prenatal care. 
Also, as this is the sixth edition, more careful revision might have brought the book 
up to date. As examples there may be cited the omission of the important work of 
Corner in the chapter on physiology, which would have eliminated much of the diseus- 
sion on the relationship between the corpus luteum and the fertilized ovum; and in 
the chapter on pregnancy tests, the omission of the Friedman test with the inclusion 
of numerous obsolete tests. The work also could well do without such therapy as the 


‘Studien tiber die Veriinderungen der Nachgeburt bei Lues. Von T. E. Olin. As- 
sistent der dermatologischen Klinik in Helsingfors. Gustav Fischer, Jena, 1931. 

“Der geburtshilflich-zgynaekologische Sachverstiindige. von Dr. Paul Hiissy, 
Privatdozent. Hans Huber, Bern-Berlin, 1931. 

Tratado de Obstetricia (Spanish). By Sebastian Recasens. Sixth edition. 2 
volumes. Salvat Editores, Barcelona, Spain. 
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use of drugs on a ‘‘similia similibus curantur’’ basis. Some mention of the fact that 
the Schultze and Byrd methods of resuscitation of the newborn are undesirable might 
have been made. 

On the other hand, such chapters as those on obstetric anesthesia, monstrosities, de- 
formities of the pelvis and the operative field are worthy of praise. The chapter on 
monstrosities is especially thorough. The author has used pernocton as an anesthetic 
and has improved his results by combining it with luminal. 

On the whole, as a text and reference book, the work should be extremely useful. 
Mueh material may be found in it not usually included in the average textbook. The 
illustrations are adequate. —Frank Spielman 


Liepmann and Danelius in this beautiful atlas" of roentgenograms present their 
views regarding the mechanics of birth and collateral subjects as disclosed by radiog- 
raphy. Following a brief historical sketch of the subject they discuss the technic which 
they use in the Frauenklinik ‘‘Cecilienhaus,’’ the normal position and attitude of the 
fetus in pregnancy, the changes caused by such factors as the size, the position of the 
woman, and the muscle tone of the uterus. Anomalies of fetal position and presenta- 
tion in pregnancy and in labor and their spontaneous correction during birth are shown 
in serial roentgenograms. 

The authors consider the most important use of roentgenograms in obstetrics to be 
the demonstration of pelvic deformities and the roentgenologie measuring of such 
pelves. The axial method of Martius, the lateral method of Guthman and the stereo- 
scopic method are deseribed and discussed at length. The technic, the advantages, and 
the limitations of all three are given. Liepmann advises that every obstetrie clinic, 
with a large amount of material, should have an easily available roentgenologie de- 
partment and that many more cases should be subjected to this type of study than 
heretofore. In the Frauenklinik ‘‘Cecilienhaus’’ all three methods are in common 
use and from a combination of the findings an exact knowledge of the obstetric situation 
present is easily obtained. 

Many of the common errors in the estimation of pelvic capacity are explained and 
formulae are given for geometrically ascertaining various measurements. Fetal ab- 
normalities and signs of fetal deaths as portrayed by the roentgenograms are discussed 
in detail. The mechanism of birth as shown by the roentgenograms supports the 
theory of Sellheim, to whom, it may be mentioned, this book has been dedicated on his 
sixtieth birthday. The various mechanisms of the third stage of labor have been shown 
by injecting the vessels of the cord, immediately after the severance of the child, with 
an opaque medium. 

With the subject handled largely from the practical standpoint, this monograph with 
its profusion of roentgenograms should make a special appeal to obstetricians, 

—Philip F. Williams 


The increasing interest in maternal welfare in the past two deeades is manifest in 
the number of publications which have appeared on prenatal care. It has remained 
for Dr. Irving to strike a happy medium between the insurance company or govern- 
ment pamphlet and the miniature textbook on obstetrics, and to give us a satisfactory 
Handbook for the Expectant Mother.“ 


Here the fundamental facts of reproduction are presented in an easily understand- 


UGeburtshelfer und Rintgenbild, Erweiterung und Erneuerung der Geburtshilfe 
durch die Rintgendiagnostik. von Univ. Professor Dr. Wilhelm Liepmann, Direktor 
des Deutschen Instituts fiir Frauenkunde und der Frauenlinik “Cecilienhaus,” 
Berlin, und Dr. Gerhard Danelius, Assistenzarzt am Strahleninstitut des “Cecilien- 
haus.” Seite 262; 160 Abbildungen. Berlin und Wien, Urban und Schwarzenberg, 
1932. 

“The Expectant Mother’s Handbook. By Frederick C. Irving, A.B., M.D., Profes- 
sor of Obstetrics, Harvard Medical School, Visiting Obstetrician, Boston Lying-in 


Hospital. Pp. 200; 26 Illustrations. Houghton Mifflin Company, Boston and New 
York, 1932. 
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able form and oft repeated superstitions dispelled. The rules for prenatal hygiene 
are clear and simple and thoroughly explained. The woman is plainly told the cause 
of some pathologie conditions and the significance of warning symptoms of approaching 
danger. The process of childbirth is made clear to the intelligent woman without 
creating any fear or mystery about it. The average woman will be glad to read a dis- 
cussion on obstetric analgesia and anesthesia which the lay writer so often luridly por- 
trays for her. The chapters on the puerperal period and on the newborn are excellent. 
This book may be highly recommended with the feeling that the reading of it by a 
pregnant woman will make her a more cooperative and understanding patient. 
—Philip F. Williams 


GYNECOLOGY 


The author has the fortunate qualification in writing this book, Physikalische Ther- 
apie der Frauenkrankheiten,” in that he has beer engaged not only clinically in gyne- 
cology and obstetrics but also personally active in roentgenology at the same time. In 
the opening chapter on the influence of radium and roentgen rays upon the body the 
author is of the opinion that the deleterious effect on pregnancies subsequent to the 
raying is exaggerated. The psychic and vasomotor symptoms of the artificial meno- 
pause he states are five times as frequent in women under forty years of age castrated 
by the roentgen ray as compared with those undergoing bilateral oophorectomy at 
operation. 

The direct and indirect effect of artificial light therapy in various gynecologic con- 
ditions includes mention of the markedly beneficial effect of such therapy upon pre- 
eclampsia. The various methods air, water, light and electrical conduction of apply- 
ing heat in gynecologic conditions are presented. The author, seemingly, is not 
convineed that the gonococeus can be killed by diathermy in the human body through 
elevation of the temperature to a lethal degree for bacteria. Nor does the author 
feel that massage and electrotherapy, galvanic or faradic, offer much aid. 

In the second part of the book particular gynecologic conditions are considered one 
by one with full consideration of the help one may expect from physical methods, and 
with much attention to detail in technie and dosage. Of particular interest is the dis- 
cussion of cervical carcinoma. In Budapest operability is low, and operation is reserved 
for those cases suitable for vaginal hysterectomy (Schauta). The abdominal route is 
exceptionally used and only for cases complicated by pregnancy or other conditions. 
Pre- and postoperative deep roentgen raying is customary in the operable cases. In the 
nonoperable cases massive doses of radium are never used, reliance being placed upon 
the supplementary effect of roentgen therapy to a moderate dose of radium. 

In an equally comprehensive consideration of myoma the author refers to the in- 
creasing number of such tumors treated by radiation, with a declining indication for 
operation. The applicability of roentgen ray to pituitary, spleen, thyroid and ovarian 
exposure, in amenorrhea, sterility and disorders of menstruation is sharply limited. 
Inflammations of the pelvic organs present, according to the author, a wide field for 
the use of physical methods. In the clinie at Budapest, from which the book emanates, 
a most conservative attitude is held, even to the point of temporary castration, by the 
roentgen ray in adnexal disease, to give a prolonged rest period from cyclical activities. 

The final chapters describe the technie of the physical methods previously discussed 
with dosage tables for radium, formula for superficial and deep roentgen ray therapy, 
and light and diathermy machines. 


Physikalische Therapie der Frauenkrankheiten. Kurzes Lehrbuch fiir prak- 
tische Arzte mit besonderer Beriicksichtigung der Indikationen Von Privatdozent 
Dr. Felix Gal, Leiter der Strahlenabteilung der II. Universitats-Frauenklinik in 
Budapest, Mit einem Vorwort von Prof. Dr. Stephen v. T6éth, Direktor der II. Uni- 
versitéts-Frauenklinik in Budapest. Seiten 234; Mit 67 zum Teil farbigen Ab- 
bildungen. Berlin and Wien, Urban und Schwarzenberg, 1932. 
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This exposition of the uses of physical methods in gynecology is so complete in both 
the clinical and technical aspects of the subject that it should be extremely useful not 
only to the gynecologist, but also to the roentgenologist and physiotherapist. 

—Philip F. Williams 


This compact Synopsis of Gynecology™ is a miniature textbook. Here the medical 
student will find a very concise and definite presentation of the subject. The con- 
sideration of the general principles, including treatment, is so comprehensive that the 
book will be quite satisfactory to a large group of the profession who do not specialize 
in gynecology yet need a working guide for the proper care of their patients. 

—Philip F. Williams 


Daniel’s monograph on Genital Tuberculosis in Women” appears as one of the mono- 
graphs edited by Sergent, Mignot and Turpin in their series, ‘‘La Pratique Médicale 
Illustrée.’’ It gives a thorough insight into all forms of genital tuberculosis. His 
personal material consists of 155 abdominal cases in which genital tuberculosis was 
noted in 5. The monograph contains nothing new but is thorough, well written and 
well illustrated, mainly with illustrations obtained from standard sources. Among the 
laboratory tests for determining the presence of tuberculosis, Calmette’s ophthalmo re- 
action is mentioned. The author emphasizes that the rare cases of postmenopausal 
tuberculosis give symptoms, especially uterine bleeding, resembling that seen in fundal 
earcinoma, Daniel advocates operation in the majority of cases in preference to the 
nonoperative modes of treatment. —R. T. Frank 


Moulonguet, in the second part of the Female Genital Tract® begins with fune- 
tional conditions of the ovary and uterus which he calls ‘‘dystrophies.’’ His subdi- 
vision of follicular cysts, based on the hormone contents, is worth emphasizing. 

The author then takes up benign and malignant uterine neoplasms. His description 
of fibroids is detailed and clear. In a short discussion of the treatment, no mention of 
the fibroids requiring no intervention is made. Under malignant cervieal lesions some 
extremely interesting adenomata and leucoplakia of the cervix are described. The 
deseription of sarcoma of the uterus is somewhat short. 

A number of interesting cases of fallopian carcinomata are given. An excellent 
series of chapters on tumors of the ovary and broad ligament then follow. Pseudomuein 
eysts are ealled ‘‘enteroid’’ because of their enzyme contents of invertin which the 
author says is strictly limited to entodermal tissues (intestinal tract). Such rare 
conditions as ovarian seminoma and folliculoma are fully described on the basis of an 
apparently large material (8 folliculomata). Considerable space is likewise devoted 
to endometriosis. 

This book will prove of great interest to gynecologists and pathologists, particularly 
because of the large number of excellent illustrations of rare conditions. Operative 
technic is not discussed in this survey. A real lack will be found in the faet that no 
statistics of the frequency of occurrence of any of the conditions deseribed has been 
given. —R. T. Frank 


Roberts’ short monograph on Prolapse of the Female Pelvie Viseera™ has as its 
hasie theme a careful dissection of the cellular tissues of the female pelvis situated 


“Synopsis of Gynecology. By Harry Sturgeon Crossen, M.D., F.A.C.S., Profes- 
sor of Clinical Gynecology, Washington University Medical School, and Gynecolo- 
gist in Chief to the Barnes Hospital, and Robert James Crossen, M.D., Instructor in 
Clinical Gynecology and Obstetrics, Washington University School of Medicine. 
Pp. 220; 110 Illustrations. The C. V. Mosby Company, St. Louis, 1932. 

“La Tuberculose Génitale de la Femme. Par Constantin Daniel. G. Doin & Cie, 
Paris, 1932. 

“Les Diagnostics Anatomo-Cliniques de P. Lec®@ne Appareil Génital de la Femme 
(Seconde Partie). Par P. Moulonguet. Masson & Cie, Paris, 1932. 

"Recent Work on Ptosis (Prolapse) of the Female Pelvie Viscera. By FE. Hes- 
keth Roberts. Dickson and Seudamore, London, 193 
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above the levator diaphragm and those portions anteriorly which support the hiatus left 
by the levator. The structures in question have been renamed by the author, the ‘‘ meso- 
vesico-miillerian suspensory tissues’’ or the ‘‘ myo-fibro-mesial tissues.’’ In an appendix 
some instructive roentgenographs with the barium filled bladder, are given in the prone 
and standing posture. It appears that the author’s description of the ‘‘suspension 
support’’ in the region of the supravaginal cervix and fornices does not differ greatly 
from that of all recent investigators. —Robert T. Frank 


A committee of the American Gynecological Society has prepared A Syllabus of 
Lectures on Gynecology for Nurses* which is a companion volume to a similar syllabus 
on obstetrics issued some years ago. The framework of the nine lectures into which the 
material is divided permits for easy expansion or necessary alterations to meet local 
needs by the instructors. It also lends itself to supplementary teaching by lantern 
slides or blackboard illustrations. The text is sufficiently complete to be utilized as a 
textbook by the nurse in training. Sponsored by such an authoritative group the 
syllabus merits wide adoption. —Philip F. Williams 


MISCELLANEOUS 


Cannon’s book, The Wisdom of the Body,” is designed for the general reader, but 
the medical man and biologist will find much of interest in its pages. The title used by 
Cannon was adapted from the title of one of Starling’s orations. Cannon emphasizes 
the word ‘‘homeostasis’’ as a condition which may vary, but which is relatively con- 
stant. In the main, the subject matter is based on researches coming from the Harvard 
group but naturally the world’s literature is likewise utilized. 

Homeostasis of blood sugar, blood proteins, blood fat, and blood calcium, as well 
as neutrality of the blood are some of the main topics. The role of the sympathico- 
adrenal system in maintaining balance, is somewhat overemphasized. This book gives 
an excellent survey of modern viewpoints of the physiologist, admirably expressed, so 
that any educated person should be able to grasp its contents without difficulty. 

—Robert T. Frank 


The eugenic, social and therapeutic values of human sterilization laws are treated 
exhaustively in this study, Human Sterilization.” The author’s interest in the subject 
was created by the decision of the United States Supreme Court in the Bill v. Buck 
case which upheld the Virginia human sterilization law. The present volume represents 
his researches into this recent procedure for the many cacogenie people in our midst, 
comparing the merits and demerits of segregation against human sterilization as a 
social therapeutic agent. The result of this inquiry forms a very scholarly and scien- 
tifie treatise, handled without any evidence of bias or prejudice. 

It is remarkable that in the twenty-five years of the movement, legislation regarding 
human sterilization has been adopted in 27 states, but of the millions of cacogenie 
people only some 12 thousand have been subjected to legal sterilization, under the 
existing statutes, and over half of these in California. There is a comprehensive re- 
view of the relation of eugenics and social legislation. The second part of the book 
reviews the three landmark legal decisions on human sterilization, and the present 
legal status of our human sterilization laws. 

The influence of heredity in continuing the various traits of the many types of dys- 
genic people, mental diseases, deficiencies, and the heredity of psychotic traits, is 


%A Syllabus of Lectures on Gynecology for Nurses. Prepared by a Committee 
Appointed by The American Gynecological Society, 1932. Copies may be obtained 
from Dr. Emil Novak, 26 East Preston St., Baltimore, Md. 

“The Wisdom of the Body. By Walter B. Cannon. W. W. Norton & Co., New 
York, 1932. 

“Human Sterilization, The History of the Sexual Sterilization Movement. By 
J. H. Landman, Ph.D., J.D., J.S.D., The College of the City of New York. The Mac- 
millan Company, New York, 1932. 
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thoroughly examined. In a critique of eugenics the futility of human sterilization 
is suggested in a question as to whether the apparent mental subnormal or the latent 
carrier of the mental subnormality is to be sterilized. The author feels that human 
sterilization, as a social program, requires more scientific evidence in its favor. 

The surgery of human sterilization takes up the possible methods of prohibiting 
conception. With the detail characterizing the book the author discusses several bi- 
ologie methods, hormone, spermatoxin and insulin, The motivation of the movement 
is dispassionately discussed. The chapter on the administration of such laws shows 
not only the practical side of the question, but the many impracticabilities and techni- 
ealities of their enforcement. 

This volume is complete and informing, well documented, and a valuable reference 
work for those whose work brings them into the slightest medical, social, or judicial con- 
tact with the problem of cacogenicity. —Philip F. Williams 


‘*The central motive of this book* has been simply to give to the reader a sufficient 
background of knowledge to encourage him or her to take advantage of the services 
of physicians rather than depend upon unreliable and sometimes dangerous popular 
nostrums.’’ The author, a layman, who has conducted a general orientation course 
for years on the subjects of sex hygiene and marriage has informed himself thoroughly 
on the physiologic, psychologie and sociologie angles of the problems connected with 
these two subjects. 

The medical collaboration on the book has been incorporated with discernment, The 
attitude of modern society toward sex questions and moral equations reveals a full 
knowledge on the part of the author as to the broad social and economic phases of the 
topics discussed. The first nine chapters lead inevitably to the chapter on the need 
for birth control. Here the many arguments in support of a widespread diffusion 
among all grades of society of effective contraceptive methods are set forth most 
convincingly. 

The present legal status of the dissemination of information regarding birth control, 
here and abroad, shows that 25 states in our country have no laws mentioning the pre- 
vention of conception. The two final chapters list the organizations engaged or inter- 
ested in birth control, with street addresses of individual clinics, and a discussion of 
the different methods of contraception. A final reference note at the end of the book 
mentions the apparent admission of the morality of birth control in principle by the 
Roman Catholie Church, 

The book presents many statements otherwise found scattered in books probably 
not aecessible to the author’s audience or students, a concise unobjectionable presenta- 
tion of sex hygiene and the marriage relation, and an able case for wide dissemination 
of contraceptive knowledge. The central motive of the book will probably be achieved. 

—Philip F. Williams 


Various plastic operations on the breast are presented in this small brochure, Die 
Formfehler und die Plastischen Operationen der Weiblichen Brust. The author re- 
gards many cases of errors in configuration of the mammary glands as evidence of an 
underlying disease. For instance, the sagging breast is an expression of the connective 
tissue weakness seen also in other parts of the body in gastroenteroptosis, retroflexion 
or prolapsed kidney. The hyperplastic breast is regarded as an expression of a general 
fat dystrophy. Asymmetry is significant at times of lung tuberculosis. To correct the 
cosmetic errors in such deformities the author has outlined various operations suitable 
for the different conditions, describing the methods of Lotseh, Lexer, Joseph, Sellheim 
and various procedures which he himself has devised. —Philip F. Williams 


2The Hygiene of Marriage. By Millard S. Everett, Ph.D., Central Y. M. Cc. A. 
College, Chicago. The Vanguard Press, New York, 1932. 

“Die Formfehler und die Plastischen Operationen der Weiblichen Brust. von 
Dr. Erna Glismer. Seite 89; 48 Abbildungen, Stuttgart, Ferdinand Enke, 1930. 
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This little book of Radiologic Maxims™ gives information in short, concise para- 
graphs. Most of the material offered is well established. There is a tendency to dwell 
on the importance of radiology to the physician rather than the radiologic field itself. 
Numerous excerpts to show its importance are quoted from the publications of authori- 
ties. Its value to the radiologist is problematical. —Frank Spielman 


Winter ’s widely known book on the Indications and Methods of Artificial Abortion™ 
has appeared in a second edition, thoroughly revised with the aid of Professor Naujoks, 
The first and largest part of the volume is occupied by a critical analysis of all the 
various medical indications for artificial interruption of pregnancy, beginning with a 
clear exposé of the ever complex problem of the toxicoses. Opinions of many writers 
are freely quoted but one readily notices that Winter and Naujoks themselves stress the 
greater weight of clinical conditions in the individual case over standard rules or mere 
laboratory findings. All the diseases more commonly met as complications of pregnancy 
are carefully discussed and proper emphasis placed on facts more recently revealed, 
such as recognition of fetal malformation by means of radiograms, the likelihood of 
deleterious effect upon the fetus in utero as result of heavy, therapeutie radiation un- 
wittingly applied in the course of pregnancy. 

Among social indications for artificial abortion the writers are willing to admit only: 
the necessity of heavy work, impossibility of sufficient rest, undernourishment, emo- 
tional strain and similar factors which inevitably would seriously aggravate a disease 
complicating the pregnancy. Therefore, under such conditions the obstetrician is 
morally obliged to consult an expert internist. For the authors, purely social considera- 
tions could never justify abortion, simply because the existing laws forbid it. 

Eugenistie indications, at least theoretically, would seem plausible, but actually do 
not exist for the individual case because human genetics up to now have failed to 
establish any basis for a definite prognosis in regard to the child for any specific 
instance, 

A short chapter dealing with the laws of Church and State makes interesting reading. 

The volume closes with a discussion of the various methods of artificial termination 
of pregnancy. Drugs taken by mouth always are uncertain in effect. Roentgenisation 
of the pregnant uterus has its evident drawbacks. All intrauterine manipulations, and 
among them particularly the more recently advocated injection of salve, favor infee- 
tion. Curettage is convenient but useful only in very early pregnancy. Preliminary 
laminaria dilatation of the cervix can be rendered fairly safe by extreme care in technic. 
Forcible dilatation of the cervix with instruments favors lacerations and even perfora- 
tion. The last mentioned injury certainly is more common than generally suspected. 
Digital removal of fetus and placenta after appropriate cervical dilatation is the 
safest method. The ovum is loosened and then its expulsion aided by compression of 
the uterus. Only if the presence of rests of the ovum has been definitely ascertained, 
Winter’s abortus foreeps can be employed. For far advanced pregnancy metreurysis 
or vaginal hysterotomy are recommended. For some cases an abdominal cesarean 
section must be considered. 

To those familiar with the first edition it becomes evident that Winter in spite of the 
present prevalence of more radical views and in the face of a very active propaganda 
for liberalization of existing opinions concerning the justification of abortion, still 
maintains his rather conservative but entirely fair and sane attitude in regard to the 
right of the obstetrician to terminate a pregnancy. —Hugo Ehrenfest 


=Radiologiec Maxims. By Harold Swanberg. 127 pages. Radiological Review 
Publishing Company, Quincy, Illinois, 1932. 

“Der Kuenstliche Abort. .Indikationen und Methoden. By Von Prof. Dr. Georg 
Winter und Prof. Dr. Hans Naujoks. Zweite vollstaendig umgearbeitete Auflage. 
Verlag von Ferdinand Enke, Stuttgart, 1932. 


Item 


AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY 


The next general, clinical examination of the Board is to be held in Milwaukee on 
Tuesday, June 13, 1933, immediately preceding the annual session of the American 
Medical Association. Reduced railroad rates will apply. 

The annual dinner and Round Table Conference will be held at the Hotel Schroeder, 
7 P.M. on June 14, A short address will be made by one or more of the Board officers 
and a general discussion of Board activities will follow. All Diplomates of the Board 
are urged to attend and to bring any interested guests. The subscription for the 
dinner will be nominal and reservations may be made in advance through the office 
of the Secretary. 

For further information and application blanks address the Secretary, 1015 High- 
- land Building, Pittsburgh, Pennsylvania. 


464 


hing 

4 

“4 4 

i 

j 

‘ 

4 
] 

wy 

> 

ay 


